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Critics divide literature into three classes: 
that which gives information, that which 
affords recreation, and that which stimu- 
lates. It is my purpose in this address not 
to afford recreation, but to supply infor- 
mation and especially to stimulate interest 
in the subject concerning which information 
is given. 


I am going to talk to you about the most 
important problem before the medical pro- 
fession today. When I say this I know that 
your interpretations will differ according to 


your experience. Many will think of can- 
cer, which is attracting so much attention 
from the viewpoints of causation, early 
diagnosis and treatment by operation or by 
irradiation with radium and the roentgen- 
ray. Others will select tuberculosis or some 
other disease to which their attention has 
been directed because of the impression 
made by a series of cases observed or by 
some striking instance. But no one disease, 
however important, may be regarded as the 
most important problem before the profes- 
sion today. This distinction belongs not to 
any disease or injury concerning which we 
seek additional information. The most im- 
portant problem, let me tell you at once 
without delay, is the effective use of infor- 





*Annual Address of President of the Louisiana 
State Medical Society, April 14, 1931, New 
Orleans. 


mation already in our possession. Of what 
use is it to acquire information, skill in the 
diagnosis and treatment of human ailments, 
if this knowledge is not properly applied? 
We know that many members of human 
society do not receive adequate medical 
attention early enough, long enough. There 
is a great mass of tested medical knowledge, 
but it is not properly applied to human 
needs. The problem here, as elsewhere 
today, is one of distribution. Present 
methods we know to be inefficient, not 
properly utilizing our diagnostic and thera- 
peutic assets. How are these to be made to 
pay the largest dividends in the form of 
prevention and cure of human ailments? 
This is, I repeat, the most important prob- 
lem in medicine today. There is a general 
agreement that physica' and mental health 
are a nation’s greatest asset. The pros- 
perity and happiness of the people are 
largely dependent on mental and physical 
vigor. It is quite apparent that in these 
problems there is need for a better co- 
ordination of technical knowledge and 
trained personnel as well as a better un- 
derstanding of the features of finance and 
the interests of the public. Let us take a 
look at figures representing the cost of 
illness and accident, calculate our national 
expenditures and see whether we can afford 
the money needed to safeguard what 
students of society have termed our greatest 
asset. 


At a'l times there is an average of two 
per cent of the population incapacitated, 
twice two per cent impaired and handi- 
capped. The financial loss to the country 
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represented by lost earning power and re- 
duced production totals over two billion 
dollars annually, equal to one-half the cost 
of our national government. If we add 
preventable and premature deaths, there is 
a large loss from this source as well. 


There are spent annually in our country, 


For patent medicines and 


(RRs ee Sele A 3 700 millions of dollars 
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Hospita!s (civil) ................ 380 “ aoe 
Nursing (all forms) .........- 200 “ = 
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Non-medical practitioners.. 50 “ - 
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Soft drinks, ice cream, 
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Radios, musical instru- 
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for the group of com- 
forts and luxuries we 
will call B. 

B= 5% times A. 


Tobacco costs equal three times physi- 
cians’ cost. 


We spend more for candy than for 
doctors; more for entertainment than for 
all civil hospitals. Our perfumes, cosmetics 
and toilet soaps cost twice as much as 


nurses. 


We spend yearly a billion and a half for 
advertising, three billion for prisons, police 
courts, etc.; goods stolen annually equal 
this last amount. 
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Surely, it would pay us to spend much 
money to cut down the two billion dollar 
annual from physical incapacity. 
Surely, if we can spend eighteen hundred 
million dollars for tobacco we can if nec- 


essary increase the thirteen eighty mil- 
lions spent on doctors, dentists, nurses and 
civil hospitals to an equal amount or a 
greater. . 


loss 


It would appear to be quite clear from 
the figures given that a very heavy financial 
burden is laid on the nation by physical 
disability, and that the number of dollars 
spent in combating this disability is small 
compared with the number spent on com- 
forts and luxuries not nearly so important 
for individual and national welfare. What is 
not quite so clear is how best to attack the 
problem of distribution of medical services. 
The present method of leaving it to the 
individual to provide himself with medical 
care we know to be lacking in effectiveness. 


In New Orleans and in other cities as 
well, efforts are made to provide this care 
through fraternal and benevolent organiza- 
tions. Usually these pay so poorly that the 
physician employed has too much treat- 
ment work (especially in times of prevalent 
illnesses like influenza) to do it well; gen- 
erally he gives no attention to preventive 
work. A typical arrangement provides for 
paying the physician $3.00 a year to care 
for the lodge member, his wife and children 
up to the age of eighteen years, and his 
dependent parents if under his roof. This 
service includes no obstetrics, no gyne- 
cology, no eye, ear, nose and throat work, 
no surgery of any kind, no hospital care. 
Some records show the pay per visit under 
this arrangement to be thirty cents and the 
pay for office consultations fifteen cents; 
other reports give higher or lower esti- 
mates, but this is fairly accurate. This 
plan of medical service does not commend 
itself to us. 


A solution of the problem has been 
sought by industrial organizations. The 
Endicott - Johnson Corporation, manufac- 
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turers of shoes and tanners of leather in 
New York State, has since 1918 provided 
medical care for employees and their de- 
pendents. In 1928 this corporation spent 
$900,000 for the care of 15,230 employees 
and their families, an average of 21.81 
dollars per person eligible for this service. 
The medical personnel included 28 physi- 
cians, 4 dentists, 67 trained nurses, and 
32 technical and professional assistants. 
Hospital care was provided. A study of 
this service published by the Committee on 
the Costs of Medical Care gives the impres- 
sion that the results have been satisfactory 
from the viewpoints of both health and 
economies. 


In Louisiana there is a Stanoco!la Em- 
ployees’ Medical and Hospital Association, 
located in Baton Rouge, which provides 
medical service for 2600 employees and 
their dependents, at a cost of $3.00 per 
month for employees. This arrangement 
appears to meet the needs of the employees 
satisfactorily, though it has caused friction 
between the staff doctors and their con- 
freres in the city. 


In New Orleans, the New Orleans Pub- 
lic Service encourages and aids with 
financial contributions cooperative associ- 
ations among its 3700 members, which 
provide medical attention for them and 
their dependents. Nurses are provided by 
the Metropolitan Life Insurance Company, 
which carries the group insurance of the 
employees. 


The Ford Motor Company, also in New 
Orleans, provides examination for pros- 
pective employees, periodic examinations, 
treatment of injuries in plant, and atten- 
tion to acute or temporary illness (one 
day). Considerable time is spent on inves- 
tigations of sick employees with a view to 
restoring them as promptly as possible to 
remunerative employment. 


Efforts to provide medical care with 
economies have been made by physicians 
organized in group clinics. Of these, there 
were in 1930, 150 in the U. S. A., with an 
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average of about twelve doctors per clinic, 
most of them in the midd'e West. The aim 
of these clinics is to help their patrons to 
obtain treatment at less inconvenience and 
expense than when this is sought from 
separate practitioners. The patient, for ex- 
ample, sees first a surgeon for a complaint 
suggesting the need of surgical attention; 
he may be referred successively to an 
internist, an eye specialist or an ear, nose 
or throat specialist, the roentgen-ray labor- 
atory, the microscopic laboratory. All the 
medical attention is rendered in one build- 
ing, with very little delay, for one fee. 
There is a single business administration. 
An effort is made to maintain a personal 
relationship between physician and patient. 
The probability is that the group clinics 
serve a useful purpose to the advantage of 
the clinic members and the public as well. 
Group practise is entitled to very careful 
consideration as one of the efficient and 
practical methods of distributing medical 
service efficiently and economically. 


One of the striking economic features of 
medical service is the great unevenness of 
illness. A family may go for years without 
a serious i'lness and then have a crushing 
burden to bear with serious loss of income 
and heavy expenses. It is possible, how- 
ever, to predict with reasonable accuracy 
the probable amounts of illness and in- 
capacity in a given unit of the population. 
It is this possibility that has formed a 
basis of various plans and suggestions for 
distributing economic risk involved in sick- 
ness and disability. This of course is a 
well recognized principle of insurance. 
Magazine articles have appeared which 
suggest the development of insurance plans 
to cover the entire cost of illness. The 
present health insurance sold by well 
known companies provides a weekly sum 
which is usually only a fraction of the 
living expenses of the insured; it is not 
adequate to meet the costs of care by 
physicians, nurses, laboratories, and hos- 
pitals. A broadening of this form of in- 
surance should be considered as one of the 








846 


practical means of solving the problem 
under consideration. 


I have mentioned fraternal and ben- 
evolent societies as one type of agency 
endeavoring to provide proper distribution 
of medical care, also industrial corporations 
and group clinics as other agencies attempt- 
ing to solve the problem; insurance to cover 
the cost of illness completely has also been 
referred to. It now remains for me to 
discuss one more agency, one that in these 
United States of America is invariably, 
according to my observation, referred to 
with unfavorable comment and held up as 
a bogey to the medical profession. Just as 
children are warned, “If you don’t look 
out, the goblins’ll git you,” so doctors 
are warned against the perils of State 
Medicine. We know the difficulties of 
government in business; we fear that gov- 
ernment providing medical service may 
meet with similar difficulties and a con- 
siderable lack of success. In studying the 
application of government control to medi- 
cine in our country it is useful to examine 
what has been done in other countries, 
remembering always that differences be- 
tween national groups may permit methods 
to succeed in one country that will fail in 
another. 


According to the publication “Sickness 
Insurance in Europe” given out by the 
Commission on Medical Education, there 
were in 1929 twenty-four countries carry- 
ing compulsory sickness insurance: Aus- 
tria, Bu’garia, Czecho-Slovakia, France 
(Alsace-Lorraine), Great Britain, Hungary, 
Italy (New Provinces), Latvia, Luxem- 
burg, Poland, Roumania, Jugo-Slavia, Bel- 
gium, Chile, Esthonia, Germany, Greece, 
Irish Free State, Japan, Lithuania, Nor- 
way, Portugal, Russia, and Switzerland. 
The following countries have voluntary 
sickness insurance: Argentina, Belgium, 
Denmark, France, Northern Ireland, Neth- 
erlands, Palestine, Sweden, Union of South 
Africa, Australia, Canada, Finland, Great 
Britain, Italy, New Zealand, Spain, Switz- 
er'and, Uruguay. In some of these coun- 
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tries certain medical services are provided 
by the compulsory insurance, other features 
are secured by the voluntary insurance. 


The results of these forms of State 
Medicine have varied. In Germany there 
appears to be a great deal of dissatisfac- 
tion and the problem is not yet solved. It 
is probable that we can derive most benefit 
from observing the results in Great Britain, 
whose people, laws and customs are more 
simi'ar to ours than those of other coun- 
tries. The publication above referred to 
makes the following statement about the 
situation in that country: 


“On the whole, there seems to be agree- 
ment that the National Health Insurance 
in Great Britain as it now stands has been 
advantageous to both the profession and 
the public. The profession is remunerated 
for the care of many persons who in pre- 
insurance days did not pay at all or 
paid very inadequately. Many features of 
unwise professional competition to get con- 
tract practices have been eliminated. The 
Friendly Societies were difficult bodies with 
which to deal professionally. It is true that 
some of the old individualism and freedom 
of the profession has disappeared under the 
regulations which the government has set 
up, particularly for those doing less com- 
petent work. Doctors have been called upon 
to keep many records, make reports and 
subscribe to certificates which are part of 
the red tape of governmental machinery. 
There is a growing tendency of the govern- 
ment to further elaborate regulations which, 
however, is only a common experience with 
governmental agencies. It is probably true 
that insured persons in England have more 
protection against inefficiency and careless- 
ness on the part of the doctor than do 
private patients. An insured person can 
not only change his doctor but has the right 
to bring complaints against a doctor before 
an insurance tribunal where, if the doctor 
is found guilty, different degrees of punish- 
ment can be dealt out. The doctor also has 
recourse to the tribunal for the lodging of 
complaints against patients but this is not 
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an easy thing to carry out. No effectual 
punishment has been devised for persons 
who make unsupported and untrue charges 
against insurance doctors.” 

I shall not venture a prediction as to 
how state medicine would work in our 
own country. If it were to be considered 
seriously for application to fit our needs, 
the question would arise whether a national 
system would be preferable, or one under 
the various state governments. Under our 
national administration we have already 
the Public Health Service, which provides 
medical] care for mariners, for war veterans, 
and for government employees injured in 
the line of duty, besides doing valuable 
preventive work. I shall content myself 
with the statement that if some form of 
government medical service were provided 
for all whose annual income is below 
$1,000.00 annua'ly this human stratum 
would receive better care than it does at 
present and the medical profession would 
probably receive a living wage for its 
services under the arrangement. 

In conclusion, let me remind you that in 
this brief outline I haye attempted to place 
before you the principal methods under 
consideration for the improvement of the 
distribution of medical care—namely, the 
industrial, group clinic and government 
plans, with a reference to possible insur- 
ance arrangements as a collateral aid. The 
studies being made have not proceeded far 
enough to allow a decision to be made as to 
the best method. We must leave this to 
the future. However, if I may be allowed to 
make a guess, it is that a combination of 
methods to reach different social strata will 
ultimately prove the best solution of the 
problem. 

This brief outline should not be 
brought to a close without giving credit 
to the Committee on the Costs of Medical 
Care, from whose publications much useful 
material has been obtained, and to the 
Commission on Medical Education, whose 
Director of Study, Dr. W. C. Rappleye, has 
been a valuable contributor to the threshing 
out of the medical distribution problem. 
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PRESIDENT’S ADDRESS 
MISSISSIPPI STATE MEDICAL 
ASSOCIATION.* 


E. F. HOWARD, M. D., 
VICKSBURG, MISS. 


When we reorganized the Association in 
1903, we assumed certain definite obliga- 
tions, the first of which relates to the mat- 
ter of membership. Since this is not 
supposed to be a kindergarten class, it 
will be assumed that you are familiar with 
these fundamental, basic rules; though 
that assumption is probably incorrect if 
we may judge from the way you have 
ignored them for the past several years. 


The goal we set for ourselves was a 
one hundred per cent membership; one 
hundred per cent of all eligibles. Today, 
after twenty-eight years, our enrollment 
averages approximately only seventy per 
cent, and there are ample reasons why we 
need, and should have, the other thirty. 


In this day of cults and fads, when 
no session of the legislature passes with- 
out some attack on organized medicine, 
we need to strengthen our hand. Our law 
regulating and safeguarding the practice 
of medicine did not come by chance, nor 
were they the gift of some inspired, lay 
legislator. Organized medicine brought 
them into existence at the cost of a great 
deal of time, thought, effort and money; 
and organized medicine alone can keep 
them on the statute books. The bigger and 
stronger we are, the better we can per- 
form this duty. 


We must also realize that a large and 
closely knit organization will be the first 
requisite when we come to solve the ques- 
tion of State Medicine. This is already 
with us to a considerable degree, being 
present in every state in the Union. 


Year by year it has grown stronger, and 
now is beginning to present a real prob- 





*Presented at the Sixty-fourth Annual Session 
of the Mississippi State Medical Association, Jack- 
son, May 12, 1931. 
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lem. Last year a bill was introduced in 
the Massachusetts legislature that “would 
have created a department of public medi- 
cine, to furnish to all citizens, without cost 
to them, complete medical service in all 
cases of sickness, accident and childbirth, 
including transportation to and from a 
hospital, maintenance in a hospital and 
all drugs, appliances and artificial limbs 
required.” (A. M. A. Bulletin, Oct. 1930.) 
Rather comprehensive, was it not? Per- 
haps not without merit. But couple this 
with the amendments to our own prac- 
tice act proposed at the last session of 
the Mississippi Legislature, and picture to 
yourself the state of affairs that will exist 
if such suggestions ever become laws. 


We cannot afford to hide our heads in 
the sand and refuse to see such omens. 
Our politics is too uncertain. The average 
voter, particularly in times of financial de- 
pression, will take very kindly to such 
ideas, and the very public health work 
we are sponsoring, the hospitals we are 
building and maintaining, even the con- 
tracts we make as individuals with rail- 
roads and other corporations, will all serve 
as wedges to shatter our solidarity and 
split our ranks when some self-appointed 
Moses runs for the governership on a plat- 
form of state medicine. When this time 
comes, our only possibility of having a real 
voice in the decision will be found in the 
preparations we, ourselves, have already 
made; and if we cannot present a united 
front, as we certainly could not do were 
it to come today, the practice of medicine 
will be no longer a fit calling for a free 
man; for if we are not ready with a plan 
and an organization to back it, we will 
be forced to accept a program devised by 
some bunch of politicians and it is dollars 
to doughnuts that we will find it extremely 
unsatisfactory. 


In the light of these things we cannot 
safely afford to neglect the work of or- 
ganization as we have been doing. Cast 
your mind’s eye back over the past half- 
dozen years and try to find one single 
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instance of real consideration of such af- 
fairs. Although this work is specifically 
imposed on the delegates, it has had no 
attention from them in recent years. It 
is significant that the By-Laws defining 
and describing the duties of the delegates 
provide that in matters relating to the 
scientific features of the Association, the 
House shall work through its officers 
(V-4); but when it comes to matters of 
organization, no such provision is made 
(V-6). The inference is obvious; the re- 
sponsibility rests on the House and each 
individual member has his share of that 
responsibility. 


Necessarily, since the delegates cannot 
very well tour the state and visit each 
county in a body, some duties must be 
delegated; and therefore it is provided, 
elsewhere in the By-Laws (VIII-2), that 
each councilor shall be the organizer for 
his district; but when serving in this ca- 
pacity he acts as an individual, not as a 
member of a body, and his responsibility 
is not to the Council but to the House of 
Delegates. 


The By-Laws relating to this feature of 
a councilor’s duties (VIII-2) provides that 
he shall make to the House, annually, a 
report of his activities and of the condi- 
tion of affairs in every county in his dis- 
trict. Although this law is mandatory, 
until this morning, no councilor has made 
any such report in recent years. Instead 
it has become the custom of these gentle- 
men to make their reports to the Coungil, 
in other words they report to themselves, 
and to file them with their own secretary, 
which is equivalent to burying them as 
far as the House of Delegates is con- 
cerned. They are sometimes, once in the 
last four years to be exact, printed in 
the Transactions; a way of handling them 
that is of no value whatever to a House 
that has adjourned a month or more be- 
fore they are thus made available. The 
only information concerning them that 
reaches the House, in session, is the brief 
statement in the report of the Council to 
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the effect that they have been “presented” 
or “received” or merely “filed,’”—never 
that they have been considered or ap- 
proved. The Council has apparently real- 
ized that it had no authority to make final 
disposition of reports that were the prop- 
erty of the House, and so has left them 
all these years dangling in mid-air. 

In 1927 the Council’s report to the 
House did give some details, but they were 
incomplete and largely incorrect. In 1928 
we were told that “conditions in general 
were satisfactory.” We had an unusually 
large membership that year. We also had 
four counties, five per cent of the total, 
that were unorganized, their societies hav- 
ing died, but no mention was made of this 
small detail. This is an example of our 
greatest fault; to be satisfied with general- 
ities and neglect details. 

For the past two years we have been 
merely told that the reports had been 
“received” and “filed.” The 1930 reports 
were printed in the Transactions and, if 
they are a fair sample, it is no wonder 
that -even the Council itself had been 
unwilling to assume responsibility for 
them, for very few of them will bear 
scrutinizing. 

Now these reports constitute our main, 
almost our only source of information con- 
cerning a subject in which we are vitally 
interested, whether we show it or not, 
and therefore we should have them, and 
they should be complete and accurate; 
but we can hardly blame the councilors 
for not presenting them since, when they 
do, the House practically ignores them. 


This morning in the House of Delegates, 
for the first time in many years, eight of 
the nine Councilors presented their re- 
ports. It might have been supposed that 
if only because they were a novelty they 
would have received real consideration. 
But did they? With one exception, the 
House passed them as if they were mat- 
ters to be gotten rid of as quickly as pos- 
sible. Apparently none of the delegates 
realized that very few of them contained 
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those essential details that the By-Laws 
provide shall constitute a Councilor’s re- 
port. 


Gentlemen of the Association: These 
matters are entirely in your hands. If 
you are satisfied with present conditions, 
turn over and go back to sleep; but if 
you want a real Association, an organiza- 
tion that will justify the proud pronounce- 
ment of the second article of the Consti- 
tution, you must wake up and see to it 
that these councilors and delegates get on 
the job. 


And if we are to have the success to 
which we are entitled we must give some 
attention to the affairs of the component 
societies for we are making a grave mistake 
in endeavoring to operate societies consist- 
ing of large groups of counties with the 
machinery devised for the single county 
society,—and it is not pulling the load. 


The original plan contemplated a county 
society in every county and a district 
society in every district (V-11). The 
country societies were to handle all busi- 
ness matters and such scientific and social 
features as their limited membership 
would permit; and in these two last par- 
ticulars were to be supplemented by the 
district societies, which were to have noth- 
ing to do with business affairs. 


But where we have organized groups, 
we have welded several counties together 
into one compact unit and given it all the 
powers and duties and rights and privi- 
leges of a county society and this plan 
has proven distinctly weak in one essen- 
tial particular, as was very clearly shown 
by a survey of the state made last summer. 


It is, of course, impossible to make 
exact comparisons, since each locality has 
its own peculiar problems and difficulties ; 
but by making allowances for these, fairly 
accurate comparative estimates may be had. 
Time will not permit a presentation of the 
survey in full, but a few of the facts 
that it uncovered should be sufficiently 
illuminating to enable you to see the 
point. 
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There were last year, according to the 
statements of the county secretaries, be- 
tween fourteen hundred and fourteen hun- 
dred and fifty doctors who were entirely 
eligible and should have been members of 
this Association. Of these we enrolled 
some seventy per cent. 


We had twenty component societies; 
seven single county organizations and thir- 
teen groups representing from two to 
fourteen counties. 


In frequency of meetings, in attendance, 
in programs, in general interest, the 
groups, on the average, made much the 
better showing; but the single-county so- 
cieties enrolled eighty-one per cent of all 
the eligibles in the seven counties, while 
the average of the groups was only sixty- 
seven per cent. 


Pike and DeSoto headed the list with 
one hundred per cent. Jackson, which held 
only two meetings during the year, and 
Tate which held only one, had much higher 
percentages of membership than any of 
the group organizations. Since these last 
two offered so little of themselves, we must 
look further than the matter of society 
activity to account for theif success in 
getting and holding their members. 


It is significant that in the majority of 
cases in group societies, the percentage of 
membership was highest in the county 
in which the secretary lived. In every in- 
stance it was higher than that of the 
majority of the counties ccmposing the 
society; and where this was the case, 
where the secretary’s county did not 
lead, an analysis of the roll would gener- 
ally show the reason. An example is 
shown in the Homochitto Valley Society. 
Its secretary’s county last year ran second, 
Wilkinson leading. There were five doc- 
tors in Wilkinson. Two are veteran mem- 
bers, have been members for years. A 
third is a brother and partner of one of 
these two. The others are sons and suc- 
cessors in practice of men who were in 
past years loyal and active members of 
the Association. With such a group as 
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this a one hundred per cent membership 
is not surprising. 


It was found, quite generally, that where 
there was one town of predominant size 
in the territory of the society, the secre- 
tary lived in that town and the member- 
ship of' the county in which it lay, and 
more particularly of the town itself, had 
increased, and there had been a loss in 
the outlying counties. 


It is quite true that in recent years the 
medical population of most of our larger 
towns has increased, and that of many of 
our rural districts has diminished. This 
is in keeping with the trend of the times, 
but there is still a respectable number of 
physicians living in the country, and sixty- 
five per cent of non-members live in com- 
munities of less than a thousand inhabi- 
tants. These are the ones who most need 
society and Association advantages, since 
they have the fewest opportunities of rub- 
bing shoulders with their professional fel- 
lows. The country districts especially need 
our attention, and are not getting it. 


Consider an illustration of what fre- 
quently happens when a county with a 
small and scattered medical population 
goes into a group society. In 1917 Hinds, 
Madison, Rankin, Simpson and Yazoo 
united to form the Central Society. The 
first published roll showed thirty-eight 
members, eight of whom were Madison 
County men. In August, 1930, when the 
survey was made, there were one hundred 
and fourteen members, only three of 
whom were from Madison. The society 
was just three times its original size; 
Madison had lost five-eights of its mem- 
bers. It was not for lack of material, for 
there were twelve doctors living in Madi- 
son, half of whom had been members at 
one time or another in previous years. 


Just as in the Association a large mem- 
bership has been taken to indicate satis- 
factory conditions, regardless of the fact 
that a not inconsiderable part of the 
state had become disorganized, so here 
county losses were unnoticed in the pres- 
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ence of a rapidly growing total member- 
ship. We need to pay more attention to 
details. 


Such losses are individually small, but 
when we remember that this is but an 
illustration of a condition that is not un- 
common throughout the state, they as- 
sume considerable significance and con- 
stitute a very definite warning of the 
possibilities of over-concentration. 


Now view the matter from the opposite 
angle. In 1907 there was organized, at 
Brookhaven, the Tri-County Society; 
Copiah, Lincoln and Pike. The original 
ro'l showed fifty-seven members, eighteen 
from Pike County. Then Walthall County 
was created and became a member of the 
group. Later Lawrence was added. In 
1929 there were five counties with fifty- 
three members, sixteen of whom were 
Pike County men. 


Then Pike County developed vision and 
withdrew, and in May, 1929, the Pike 
County Society was chartered. The fol- 
lowing year it went into the one hundred 
per cent class with twenty-six members, 
a gain of more than sixty per cent in 
seven months, and held twelve regular 
meetings at each of which it put on a 
previously arranged scientific program; 
while the Tri-County Society kept on in 
the same old rut with four meetings and 
thirty-seven members, approximately sixty- 
six per cent. We need a few more counties 
like Pike. 


This is not intended as an indictment 
of the group societies. Aside from the 
very definite advantages that have al- 
ready been mentioned, there are several 
counties in the state in which there would 
probably be no organization today were 
they not associated with some group. But 
if these rural counties are to be properly 
developed we must devise some better 
means to achieve contact with non-mem- 
bers and maintain it with members. 


Apparently the weakness lies in the 
fact that the secretaries of the group 
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societies, on whom devolves the task of 
getting and keeping the men in line, and 
who never have any consistent help from 
the other officers, have too much territory 
to cover and can not give it the intensive 
cultivation necessary for the best results. 
As is shown by the fact that the secre- 
tary’s county leads the others, his best 
results are obtained within a geographical 
radius that permits of personal contact. 
Beyond that limit, he is working at a 
disadvantage. Can you in any other way 
explain the difference between DeSoto and 
Tate, which consistently have a nearly 
perfect record, and the societies lying on 
their borders, Clarksdale and six counties 
with sixty-five per cent and North Mis- 
sissippi with sixty per cent; or that be- 
tween Jackson, with nearly as good a 
record, and South Mississippi which has 
little more than sixty per cent; or the 
way Pike shot to the front when it cut 
loose from the Tri-County? 


Judging from past performances, an 
active single county society can be counted 
on for a consistent membership approxi- 
mating and generally reaching one hun- 
dred per cent. Even though there are few 
society activities, if the secretary be really 
interested it will go ninety or better—as 
is shown in Tate where the record is 
nearly perfect. The best of our groups 
will not with present methods, reach 
eighty; and the majority of them will fall 
below seventy. When men of the same 
race and profession, with the same ideals 
and interests, working to the same ends 
for more than a quarter of a century, 
show consistently such widely different re- 
sults, it is time some one gave the matter 
a little intelligent attention. 


In an effort to determine the correct- 
ness of the diagnosis, the suggestion was 
made that the secretaries be given some 
help. Group societies elect a vice-presi- 
dent from each county, so there was ma- 
chinery available. 


Only two societies accepted the sug- 
gestion: East Mississippi Four County 
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and Homochitto Valley. These were typical 
group societies; each with its town of 
predominant size, and its outlying coun- 
ties with few doctors and negligible mem- 
bership. On the first of the year they 
put each vice-president in charge of the 
membership in his own county. 


East Mississippi Four County this year 
registers the highest membership it has 
ever had; and the gain is in Winston and 
Neshoba, which had the lowest percentages 
last year. The secretary of the society 
writes: “Due to the efforts of Dr. J. S. 
Hickman, vice-president from Neshoba, 
one hundred per cent have paid dues from 
that county.” Neshoba’s percentage last 
year was only forty-two. He adds: “It 
appears to me that the plan of having the 
county vice-presidents share the respon- 
sibility of collecting dues is excellent, pro- 
vided the society exercises proper care in 
their selection.” Evidently all the vice- 
presidents were not as active as was Dr. 
Hickman. 


The Homochitto Valley Society also 
records this year the largest membership 
in its history; showing a material gain 
in every county except Wilkinson, which 
last year had one hundred per cent. The 
president writes: “In regard to the plan 
of putting vice-presidents to work; in 
my opinion, it has worked out fine and I 
sincerely hope that the plan will continue 
to function in the case of our society. 
I know of nothing better than the plan 
of keeping vice-presidents busy in build- 
ing up the membership.” The numerical 
net gain in this society is more than thirty 
per cent. 


The North East Mississippi Thirteen 
Counties decided in March to try the plan 
of using the vice-presidents in an eleventh 
hour attempt to overcome a loss of mem- 
bership that was very material. Ap- 
parently there was not general support, 
since on May fourth, four of the vice-presi- 
dents had not reported. But the secre- 
tary’s comment on the attempt is _ in- 
teresting: “The drive has been more than 


BURBANK—Causative Factors and Treatment of Infective Arthritis 


worth while to us. I am a little disap- 
pointed that we didn’t get more, but I 
am quite sure we added fifteen men that 
I could not reach .. . with the vice-presi- 
dents all active and working the whole 
year, I believe the results would be great.” 


With the exception of Central Society, 
the condition of which is more than ac- 
counted for by the influx of new doctors 
into Jackson in the past twelve months, 
there is not another group society that 
does not show a loss in membership. 


With such facts as these before us, and 
the endorsements of the officers of the 
only societies that have been sufficiently 
interested in their own development to 
be willing to climb out of the rut, it may 
be safely asserted that the contention has 
been demonstrated. The idea is submitted 
for your consideration. 





CAUSATIVE FACTORS AND TREAT- 
MENT OF INFECTIVE ARTHRITIS.* 


REGINALD BURBANK, M. D., 
NEw YorK. 


The osseous changes in arthritis have 
allowed evidence of this disease to come 
down to us from time immemorial and we 
find spinal fusion of Strumpel Marie type 
even as far back as the dinosaurs. From 
this ear’iest period of quadruped life we 
find continued indication throughout the 
ages of the prevalence of arthritis. Char- 
acteristic changes are found in the skeletal 
remains of the pithecanthropus erectus, the 
pre-homo sapiens of at least five hundred 
thousand years ago. Caries of the jaw, 
coupled with osteo-arthritic overgrowth, is 
described by Kramberger as existing in pre- 
historic man of the Mousterian period, one 
hundred thousand years back. McCurdy 
describes maxillary abscess residual in the 
skull of the Broken Hill man of Rhodesia. 
So, from the remotest times we find focal 
infection in conjunction with arthritic 
manifestations. 





*Read before ‘the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 
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It is not my purpose to go into a long 
historical dissertation on arthritis, but 
merely briefly to outline its course 
through the ages. The Mesozoic period 
remains show frequent evidence of produc- 
tive arthritis (McCurdy); Virchow found 
extensive hypertrophic changes in the 
bones of men and bears dug from the 
deeper strata of the German forests—skele- 
tal remains of perhaps twenty thousand 
years ago; Dr. Eliot Smith found arthritis 
frequent in Egyptian mummies from 
2300 B. C. on—this was most marked in 
those who dwelt along the Nile and in the 
low country, much less in the desert 
dwellers. 


An Egyptian papyrus of the fifteenth 
century, B. C., deals largely with arthritis 
and is to my knowledge the first treatise on 
the subject. 


Classical medicine gives numerous refer- 
ences to arthritis, and we find the disease 
excellently described by Hippocrates. 
Aretaeus the Cappadocian divided arthritis 
into groups according to fixity of process 
and body location. He mentioned the fact 
that a joint involvement might remain 
fixed until death or might wander at will 
through the body. 


Since we have already mentioned the 
association of focal infection with arthritis 
it seems pertinent to bring forth the state- 
ment of Columella in Liber de Re Rustici, 
“that there are minute organisms which 
the eye cannot see and which enter the 
body and cause disease.” This is the first 
and last reference to bacteria until Arthan- 
asius Kircher advanced the theory of a 
“contagium animatum” in 1658. 


Lucian of Saramosta wrote a _ tragic 
comedy on podagra. Diocletian exempted 
from public burdens and taxes. those 
severely crippled with arthritis (morbus 
articularis). Caius Aurelianus in the 
fourth century, A. D., described sciatica 
as an arthritic manifestation. Alexander 
of Tralles in the sixth century, A. D., used 
colchicum for relief of pain. Paulus 
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Aegineta regarded podagra and rheuma- 
tism as the same disease, and like Hippo- 
crates advised the use of emolients to the 
joints and adequate care of the intestinal 
tract. Bartholomaeus Anglicus in the thir- 
teenth century described arthritis as of the 
blood therefore systemic rather than articu- 
lar only. Ballonius in the sixteenth cen- 
tury described arthritic manifestations as 
involving not only the joints but the subcu- 
taneous tissues, muscles, tendons, and 
aponeuroses, and noted as did Hippocrates 
before him, the viscous serosity of the 
affected joints and tendon sheaths. He 
also first differentiated and vividly de- 
scribed rheumatic fever. 


Malpighii wrote on arthritis and some- 
what antedated the work of Baer in noting 
lymphatic gland involvement. 


Leeuwenhoeck noted chain bacteria 
growing around the teeth. Musgrave in 
1703 wrote a sizable book on arthritis in 
which he cited the connection of the dis- 
ease with almost every focus known today, 
thus antedating the work of Billings and 
Rosenow by some two hundred years. The 
highlights, only, have been most briefly 
touched on, but the thought has been to 
lead up to the crux of this very meagre 
historical resume—namely, the prophecy of 
Robert Boyle that the problem of infectious 
disease would be solved when the nature of 
fermentation was discovered, 


This prediction was fulfilled by the in- 
vestigations begun by Redi, Cagniarid, 
Latour, and Schwann, and carried to a 
brilliant culmination by Pasteur who dem- 
onstrated the living nature of ferments 
and the specific nature of micro-organisms 
which cause fermentation and putrefaction, 
thus paving the way for rational investi- 
gation of the infectious diseases and 


showing the etiological relationship be- 
tween bacteria and disease, fulfilling the 
prediction of von Plenciz of Vienna, who, 
in 1762, expressed the belief that bacteria 
were the causative factor in disease, and 
that cure would be possible when the dis- 
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tinct causal agent in each malady was 
discovered. 


As this astounding statement predicted, 
Pasteur, 120 years later, was able to isolate 
pathogenic bacteria and give treatment by 
vaccine, in such diseases as chicken cholera 
and anthrax. 


In 1878 Pasteur found the streptococcus 
in septicemia. In 1885 Wilson isolated a 
bacterium in a case of rheumatism with 
pleurisy. In 1886 Mantle found a coccus 
in a rheumatic case. In 1887 Popoff ex- 
perimentally produced arthritic lesions 
with the streptococcus. From 1887 to 1889, 
more than a dozen research workers were 
actively engaged on the bacterial causative 
theory of rheumatism. In 1889 Wasser- 
mann obtained streptococci from the blood, 
brain, and heart of a young woman with 
cerebral symptoms followed by chorea, 
which had been preceded by a rheumatic 
attack. These organisms, grown outside 
the body and injected into rabbits, caused 
an infective arthritis. 


Such straws began to show which way 
the wind blew and pointed to arthritis as 
an infective disease. 


In 1912 T. W. Hastings did complement 
fixation tests with streptococci in chronic 
infectious arthritis and in arthritis de- 
formans, using a polyvalent antigen. This 
work we have elaborated, using many 
strains of streptococci instead of a single 
po'yvalent one, and also doing comple- 
ment fixations with various other bacteria 
in order to enable us to determine the 
patient’s antibody formation, and degree 
of bacterial infection. As this work is 
technical in character it does not seem 
advisable to go into it in detail—but our 
findings led us to classify the arthritides 
according to serological findings. Atrophic 
and peri-articular types were caused by 
hemolytic streptococci according to sero- 
logic indications, hypertrophic by viridans 
streptococci, and aniso-atrophic by selective 
hemolytic strains. The majority of cases 
seen were of long-standing and clinica'ly 
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were of mixed type, consequently the sero- 
logic findings were also mixed rather than 
pure. 


As the presence of an antibody in the 
patient’s serum demands the presence of an 
antigen at some time in order to cause it, 
we made routine blood-cultures on all ar- 
thritics in an attempt to isolate an infective 
organism. The results were, for years, 
disappointing, but a technic was finally 
developed that gave positive resu!ts in 
about 10 per cent of the cases. The strep- 
tococci and pleomorphic cocci isolated gave 
typical chronic arthritic changes when in- 
jected into animals, and all types of 
arthritis were thus experimentally pro- 
duced. The injected organism was then 
isolated from the inoculated animal’s blood 
stream, injected into another animal, and 
simi’ar joint manifestation occurred, thus 
fulfilling Koch’s postulate. 


All of the experimentally produced joints 
were caused by the infrequens or faecalis 
types of streptococci, and it has been possi- 
ble to inoculate animals with these two 
types of streptococci, from any focus in 
which they may be found, and reproduce 
typical arthritic lesions. Consequent'y we 
feel that streptococci with facultative 
anaerobic qualities are the major offenders 
in the causation of this disease. No one 
has ever succeeded in producing infectious 
arthritis in animals with other than bac- 
terial causation, and we feel that, regard- 
less of other factors that may enter into the 
etiology of this disease, the streptococcus is 
the sine qua non. 


Regarding other factors there are unques- 
tionably a series of predisposing causes 
that 'ead to arthritic manifestations, the 
first of which is undoubtedly a lowered 
resistance to bacterial infection, mani- 
fested by the number of cases. seen 
following trauma, mental shock, debility, 
and disease; secondly, there is probably a 
deficiency syndrome such as is seen in 
rickets in youth. Glandular dyscrasias 
may lower resistance and may account for 
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the onset of arthritis in numerous cases at 
the menopause. Colitis and chronic con- 
stipation are in our experience the most 
frequent predisposing factors in those who 
have no active focal infection, but have 
intestinal implants and more than 90 per 
cent of all arthritics examined by us show 
heavy growths of streptococci of patho- 
genic type on culture of the stool. 


We do not feel that nitrogen retention 
has any distinct bearing on arthritis, ex- 
cept as a secondary finding due to the 
infection causing the arthritis, and not as 
a causative factor in itself. This can be 
demonstrated by the quick clearing up of 
nitrogen retention without any further 
treatment than removal of infected foci, 
except in the presence of kidney lesions. 


Most of our indolent chronic cases are 
low in thyroid activity as evidenced by a 
decreased basal metabolism, but here we 
have found that the thyroid activity is in- 
creased at the onset of symptoms of acute 
or subacute type and decreased when the 
disease becomes chronic. In other words, 
activity of the gland is increased at the 
beginning of the infection and as the in- 
volvement becomes chronic the gland 
becomes less active and may need an extra 
stimulation to keep its function normal. 


Anemia is very frequent in the peri- 
articular or hemolytic type of arthritis, 
due, we feel, to the hemolyzing char- 
acter of the infective agent—namely, the 
hemolytic streptococcus. In the pure osteo- 
arthritic joints we find the patient as a rule 
robust and full-blooded. 


The presence of complement fixation 
with staphy'ococcus aureus in a very large 
percentage of hypertrophic cases almost 
tempts us to believe that the staphylococcus 
may be a factor in this type of arthritis as 
well as the streptococcus viridans, but ex- 
perimentally we have been able to produce 
nothing but pus joints with staphylococci in 
our animal experiments. 


The peri-articular or hemolytic type 
usually gives a low-blood pressure. The 
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osteo-arthritic or viridans, a high. The 
severe peri-articular nearly always a café 
au lait color; the hypertrophic is usually 
ruddy. In osteo-arthritic types the muscle 
tone is usually good; the muscle atrophy is 
disproportionate to disuse in the hemolytic 
or peri-articu'ar arthritics. 


It must not be thought that all cases are 
pure in type. The contrary is true. Nearly 
all cases become “mixed” after chronicity 
sets in, and we find peri-articular changes 
implanted on hypertrophic joints, and vice 
versa. 


In general the hemolytic or peri-articular 
is more prevalent in arthritis developing 
up to midd'e life; the viridans more 
frequently found in late life onset. Whether 
the morphology of the organism undergoes 
change, or whether the immune reaction of 
the patient alters, has not yet been amen- 
able to proof. 


We have attempted from time to time to 
disprove various theories that have not 
seemed adequate explanations for the caus- 
ation of arthritis. One in particular is the 
amebic. In the first place, the ameba has 
never been satisfactorily demonstrated in 
arthritic joints; the streptococcus has. The 
fact that the case improves on clearing up 
the amebiasis is not a satisfactory proof 
of causation. The relief of the ulcerative 
or irritative condition of the intestine re- 
turns the mucous membrane of the canal to 
normal impermeability and the strepto- 
coccal flora no longer invades the patient 
systemically. 


The fact that certain cases clear up on 
the administration of thyroid has been 
advanced as causation because of thyroid 
deficiency. Our findings indicate that all 
cases abnormally deficient in thyroid are 
also deficient in complement. Cretins and 
myxoedemas for example are entirely with- 
out complement. The immune processes 
cannot combat disease effectively in the 
presence of a comp'ementary deficiency, 
and the giving of thyroid, by increasing 
metabolism, thereby increases complement 
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and consequently allows the patient in cer- 

tain cases to get the upper hand of the 

infection. We feel that complement is a 

metabolic product of which nature makes 

an economic use in combating disease. 


Similarily it would be possible to dis- 
member numerous other theories, but the 
summation of the whole matter is that the 
streptococcus is the only known producer of 
arthritis that fulfills Koch’s postulate, and 
the strains which are uniformly successful 
in reproducing the disease and carrying it 
through a series of animals (rabbits) ex- 
perimentally, are the facultative anaerobes, 
the infrequens and the fecalis. The common 
dwelling place for these is the intestinal 
tract and the more we study this subject 
the more we become convinced that what- 
ever the infecting inciting focus, the sec- 
ondary promoter of the infection is the 
intestinal tract, aided frequently by the 
joints themselves as secondary foci. 


We do not mean that the two strains 
mentioned are the only ones capable of pro- 
ducing arthritis, but we do feel that they 
are the chief offenders in carrying on the 
arthritic symptoms. 


In the treatment of arthritis the most 
important thing to keep in mind is that 
the patient’s general health must be kept 
in the best possible state. Consequently, 
all treatment that would tend to disturb the 
digestion, lower the resistance, or deplete 
vitality, should be avoided. The blood 
should be built up to normal if possible. 
Foods not digested should be eliminated 
from the diet. A nourishing diet should be 
given, low in irritants and low in sweets 
as the former increase irritation of the in- 
testinal mucosa and the latter furnish too 
good a medium for streptococcic growth. 


The bowels should be kept well open, but 
drastic purging that weakens should be 
avoided. 


Exercise that will keep the patient’s 
muscle tone good and will not leave the 
joints in an irritated condition is advised ; 
but all motion that leaves the joints.in a 
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more painful condition half an hour after 
it is finished, is too much and will increase 
rather than diminish joint pain and stiff- 
ness. We have made it a cardinal rule in 
out!ining exercise, to taboo any exertion 
which leaves the joints more painful after 
the exercise is finished. We believe in 
keeping the patient up and about if it is 
humanly possible, as a bed-ridden arthritic 
is difficult ever to get on his feet again. 
Exercise also increases complement and 
consequently we feel that it is beneficial 
but it should, of course, never be over-done. 
It must be remembered that arthritis is a 
systemic disease and not an affliction of the 
joints alone. This face should always 
be kept uppermost in the practitioner’s 
mind. 


A new patient coming to the office goes 
through a complete physical examination, 
with a thorough search instituted for pos- 
sible foci of infection. Cultures are made 
from all suspected areas. The sinuses and 
teeth are examined roentgenologically. A 
complete stool and urine examination, with 
isolation and identification of all unusual 


bacteriological findings is a routine. The 
patient’s blood is taken for routine 
Wassermann, gonococcus fixation, and 


titration against polyvalent antigens of 
streptococcus viridans, streptococcus hemo- 
lyticus, slow-hemolyzing streptococcus, 
staphylococcus aureus, B. coli communis 
and communior, and a!so fixation with 
thirty-five strains of streptococci isolated 
from known active foci in arthritic cases. 
These strains, wherever possible, have been 
bacteria isolated from foci the clearing up 
of which has relieved the patient without 
further treatment. Toxin fixations with 
toxins extracted from the focal strains, are 
also routine. A blood-culture is done in 
every case. Blood-chemistry and basal 
metabolism are not routine but are done 
only when they seem indicated, as a series 
of a consecutive thousand complete blood- 
chemistries gave no findings that could be 
construed as uniform or helpful in the 
treatment of arthritis. 
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If the patient is suffering severely, pal- 
liative measures are employed to relieve 
discomfort, but no definite treatment is 
outlined for a full week after the first 
visit at the end of which time we have 
all data on the case before us. 


Each individual case has a complete 
typewritten list of instructions dictated for 
his particular needs, and if complement is 
present a vaccine is made up of the patient’s 
autogenous and complement fixing antigens, 
and vaccine therapy instituted. 


We try to avoid all vaccine dosage that 
will give more than a mild focal reaction 
of short duration, and “shock” and general 
reactions are always avoided, as shock 
therapy is of very doubtful value except in 
unusually strong robust adults and if used 
ineffectively it makes the patient a much 
more difficult one to treat when our normal 
small doses age given. 


The number of organisms which we give 
per injection seems ridiculously small to 
those who have employed “stock” vaccines 
but we have found it a rule that the smaller 
the dose the better the patient’s response. 
Th initial injection varies from five to 
fifty-thousand bacteria, according to the 
general vitality of the patient, and the 
complementary value of the b!ood, and with 
such minute dosage it is rarely possible to 
give a continuous increase without arous- 
ing reactions. The more specific the vac- 
cine the lower the dosage tolerated. This 
has not only been our experience but that 
of Crowe of London, and also that of Ross, 
Huggins, Jeffreys, etc. 


If a patient has no complement, no for- 
eign protein should be given. Vaccine in 
such a case only increases the patient’s dis- 
comfort without doing the slightest good. 
In such cases, fortunately less than six per 
cent of a'l patients examined, heart tissue 
lypin and minute doses of toxin coupled 
with general tonic and constructive meas- 
ures are given until complement can be 
built up. All cases with subnormal or de- 
ficient complement are put on tonics, general 
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constructive measures, exercise, nourishing 
diet, sunshine, and vitamines. 


For palliation we employ either one of 
the salicylic group or one of the cinchonic 
acids, according to the relief given or 
according to the tolerance of the patient. 
For local relief of the joints hot magnesium 
sulphate compresses and counter-irritants 
are usually mildly beneficial .For acute 
bursae the mustard leaf is frequently effect- 
ive. For hypertrophic joints with stiffness 
and pain on motion diathermy is sometimes 
remarkably palliative, but we advise against 
diathermy in peri-articular exudative con- 
ditions. 


If an active focus of infection is found it 
is of course eliminated if possible. But, if 
the patient is in a poor physical condition 
the general health and resistance is built 
up first whenever this can be done. Many 
an exacerbation of symptoms has followed 
overwhelming a patient with the infection 
from an active focus removed too soon. One 
very striking case that has come to our 
attention recently is of a man who was 
going to work regularly and who had eight 
abscessed teeth removed at one time; he has 
not been out of bed since. To prevent such 
occurrences we are cautious in not remov- 
ing more than one or two teeth at a time, 
and frequently we immunize the patient 
with a few injections of vaccine before at- 
tempting any removal of foci. 


If the patient’s acute symptoms are re- 
lieved or cleared up before focal removal 
is attempted, it is then practically always 
safe to remove the offending focus with- 
out danger of exacerbation. 


As regards diet we have no set rules that 
apply to all patients, except to avoid irri- 
tants and sweets in large quantity, but the 
diet is adjusted to the patient’s individual 
needs, cutting down the starchy foods or 
meat according to the digestive findings. If 
the flora is unfavorable an attempt is made 
to implant bacilli of favorable type such as 
the acidophilus or bu’garicus. If there is 
mucus in quantity emolients such as bis- 
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muth may be used, and roughage avoided. 
If the intestine is sluggish its action should 
be stimulated. There is many a patient 
who says the bowels are absolutely regular 
but who is eliminating the food or forty- 
eight hours back rather than of the preced- 
ing day. The use of properly given colonic 
irrigations is frequent'y advised, and we 
use a small pint irrigation very often for 
those who have difficulty in getting about 
or find the cost of regular colonic treat- 
ment onerous. The various intestinal anti- 
septics can be tried, but most of them are 
practically useless in eliminating strep- 
tococci. Non-irritant catharsis should be 
used to keep the bowel uniform, but once a 
week in the majority of our cases we advise 
a saline purge for a thorough flushing of 
the entire intestinal! tract Those cases 
who do not make adequate response 
to the saline purges have castor oil at regu- 
lar intervals. 


If the blood is below par, as it usually is 
in peri-articular arthritis, hematinics are 
given and we are very apt to inject a small 
intravenous dose of sodium caccodylate each 
time a vaccine is given. 


When calcium is low or there is large cal- 
cium excretion noted in the urine and stool, 
calcium by mouth, viosterol, and sunshine, 
and elimination of oxalic acid bearers from 
the diet, are indicated. 


If sleep is poor it should be promoted by 
a mild soporific. If the appetite needs 
stimulating a stomachic should be given as 
most of these patients must have their 
nutrition kept up. 


Sunshine and fresh air are most helpful, 
but too much sunshine can have exactly the 
same effect as too much vaccine, and the 
patient must never exceed his sunshine tol- 
erance. Several investigators have proved 
that a few minutes a day is of just as much 
value as long exposure, and Doctor Rollier, 
the greatest sunshine enthusiast, finds 
many patients who are unable to stand 
more than a minute of exposure at a time. 
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Exercise should be kept below the point 
of increasing pain but up to that point it 
is useful and beneficial in increasing resist- 
ance to infection and maintaining motion 
of the joints. 


Massage is often highly beneficial if kept 
within bounds, and the joints not inflamed 
by forced motion or rough treatment in the 
massage. 


Drugs of habit-forming type are never 
used, as we feel that we are dealing only 
with chronic cases and do not wish to have 
the making of addicts a load on our con- 
science. 


Palliatives, of course, have to be used but 
they are cut down and eliminated altogether 
as soon as possible, owing to the fact that 
all anti-rheumatic medication irritates the 
stomach and disturbs the gastro-intestinal 
tract. 


Orthopedic care, correctién of faulty 
weight-bearing, and improvement of pos- 
ture, are all of great value. We feel, how- 
ever, that it is a great mistake to employ 
operative measures in a _ poly-articular 
arthritic that is not quiescent, as exacer- 
bation may be caused by this operative 
interference. One of the most skillful oper- 
ators I know, Doctor Ellis Jones of Los 
Angeles, Ca'ifornia, has made it an invari- 
able rule never to operate on a poly- 
arthritic with any joint activity. Mon- 
articular quiescent arthritis is, of course, 
a good operative risk and synovectomy, 
fusion, and so forth may frequently be 
done with great benefit. 


In many cases of arthritis all active 
symptoms may be cleared up and the 
patient still remain badly deformed. In 
such cases orthopedic treatment is, of 
course, indicated as no amount of vaccine 
or general care is going to correct deform- 
ities unless the deformity is produced by 
active musc'e spasm due to infection. 


In summing up it would seem that we 
are justified in assuming the streptococcus 
to be the major causative factor in infective 
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arthritis. The disease is consequently an 
infection, systemic in character, and like 
most of our chronic infections is distinctly 
amenable to treatment. This treatment 
must be general, with every effort made to 
keep up the morale of the patient as well as 
keep him in the best possible physical 
condition. No single causative factor 
should be overlooked. No single reme- 
dial measure untried. 


In the treatment of more than twelve 
thousand cases we have found that the most 
potent and most uniformly valuable treat- 
ment for permanent improvement is un- 
questionably adequately given and specific- 
ally prepared vaccine therapy. 


The very nature of the treatment pre- 
cludes speed in relieving the case as the 
patient’s resistance must be built up slowly 
and he must be desensitized gradually. Con- 
sequently, a cardinal rule is to avoid over- 
dosage thus avoiding general reactions, 
depletion of complement and lowering of 
general resistance in the patient. 


Every adjuvant should be given while 
vaccine is being employed, as we are deal- 
ing with perhaps the most stubborn of all 
chronic diseases and to obtain the most 
favorable result every resource known to 
us should be employed. 


DISCUSSION. 


Dr. J. H. Musser (New Orleans, La.): Need- 
less to state, I feel totally inadequate to discuss 
this very remarkable presentation that we have 
heard today. The same statement might apply 
to the discussion of the work of any man who has 
accomplished something different and original. It 
is impossible for me to discuss or to recite from 
experiences at least what have been the results 
of the particular type of treatment, that has been 
brought before us today. I have had no experi- 
ence whatsoever in the use of this vaccine. The 
closest approach I have ever come to it is in the 
use of Coley’s fluid, which presumably acts in a 
totally different way. 


I am very much interested in the work that 
has been going on there in New York. It cer- 
tainly is a piece of work carried out scientifically, 
very thoroughly, and I know that it would be the 
urge and heartfelt wish of every man here that 
a great deal will come out of it. We have all 
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had the experience of having to treat arthritis in 
large numbers, and we all know how poorly we 
get along with those cases for the most part, and 


we all know how extremely sad is the end result 
in multiple arthritis. 


I have different ideas and theories concerning 
the possibility of causation of this particular con- 
dition. Probably the infectious idea has been the 
one that has stood out practically more success- 
fully than any other idea concerning the etiology. 
Certainly, the metabolic conception of arthritis 
has more or less gone by the board. There have 
been epochs and waves, as you know, the coming 
up of one idea and the sinking of another, but 
the infectious theory is the one which is probably 
the most likely, at least such is the present day 
thought. 


We have exemplification in this statement of 
the arthritides that occur in the course of certain 
types of blood stream infections, the type of 
arthritides which do not leave behind them the 
deforming arthritides that this particular type 
Dr. Burbank is discussing today leaves behind it. 


But in the acute infections, undoubtedly we 
have other acute types of arthritis; they are seen 
very frequently and they are not pyogenic types 
of arthritis. Another factor which has seemed to 
me further to confirm the opinion that arthritis 
might be infectious in origin is that occasionally 
we see it occurring in two or more members of the 
same family. You see it, not often it is true, 
but it does happen from time to time. 


Of course the fundamental and basic form of 
theory that Dr. Burbank is advocating is a vaccine 
therapy, and all these numerous measures that he 
has to suggest for the further control of the 
arthritic symptoms are more or less a symptoma- 
tic form of treatment. They are forms of treat- 
ment which have been utilized by the internist, 
the general practitioner and the orthopedic sur- 
geon and nearly everyone else. 


I am interested in his statement concerning the 
reduction in the amount of sweets that should be 
given to these patients You may recollect a few 
years ago considering the possibility of this dis- 
ease being metabolic in origin, and one of the 
important measures was the marked reduction of 
the carbohydrate intake. That has not gone by 
the board, but at the present time we are not as 
insistent upon the reduction of carbohydrates as 
we were ten years ago or fifteen years ago. 


There is one statement on which I rather dis- 
agree. I cannot agree with him about his organ- 
ism. It was not found so frequently in the intes- 
tinal tract, and I am always a little bit skeptical 
about any intestinal organisms. I think we derive 
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a great deal of benefit in practically all of our 
arthritic cases by increasing the circulation to 
affected joints, and that of course may be done 
very efficiently by various forms of hydrotherapy, 
physiotherapy notably, of course, by massage. I 
rather gained from what Dr. Burbank said—lI 
may be entirely wrong—that he does not think 


so very much of these particular features in the 
handling and management of these cases. 


I will follow Dr. Burbank’s work with ever in- 
creasing pleasure as a result of having heard him 
today and, as I said at the outset of this very 
short and brief discussion, I sincerely and truly 
hope with all my heart that he will show us the 
way out of this morass which we are in concerning 
the treatment, the handling and the management 
of patients with arthritis. 


Dr. J. T. O’Ferrall (New Orleans, La.): I am 
much in the same position Dr. Musser was. I am 
thoroughly unprepared to discuss Dr. Burbank’s 
paper from the standpoint of the intestinal focus 
or the bacteria which he recovers from the intes- 
tinal tract. 


I know that practically every man who is doing 
bone and joint disease work has the same experi- 
ence that I do, and that is seeing cases of chronic 
arthritis which have been through the hands of 
many of our best internists and, unfortunately, 
the patients are still seeking relief. 


I agree thoroughly with Dr. Burbank that the 
absorption of bacterial toxins from the intestinal 
tract undoubtedly plays the largest part in the 
causation of chronic arthritis that I see. As I 
said in the beginning, these people have already 
been through the hands of thoroughly competent 
internists. Their tonsils have been removed, their 
teeth have been removed, and many times their 
sinuses have been drained. The gastrointestinal 
tract has been examined; the genito-urinary tract 
has been investigated, and still no definite causa- 
tive factor found, and the patient still suffers 
extremely with arthritis. 


I think in all probability we have looked upon 
intestinal elimination too lightly. I know of men 
I have talked to around the country who laugh 
at colonic irrigations. They laugh at the men 
from Battle Creek because they say that one 
bowel evacuation a day is not sufficient to bring 
about thorough elimination, that bowel movements 
should be had at least two, three or four times 
a day. We have laughed at those statements and 
those ideas, and we still do, but I am thoroughly 
convinced after seeing many’ of these cases that 
have been handled by the’internists that they have 
overlooked the importance of proper intestinal 
elimination. 
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I have never used the vaccines, but I have gone 
a little bit more thoroughly into the question of 
diet and intestinal elimination, and the ratients 
many times have made very marked improvement. 
Some of them have gotten well. 


I think the idea of reducing sweets is extremely 
important. The patients I have seen have said, 
“Dr. Smith or Dr. Jones told me to stop eating 
meat.” That is the only instruction the patient 
has received regarding diet. I think all of us 
have greatly neglected the question of diet and 
intestinal elimination. 


se 

A point which I have debated in my own mind 
for some time is the question of the difference 
of absorption from the small intestine and the 
large intestine. As I understand it from the 
men doing gastrointestinal work, undoubtedly the 
greater amount of absorption takes place in the 
small intestine, whereas the greater amount of 
fermentation takes place in the large intestine. 


I should like to have Dr. Burbank enlarge, if 
possible, on the question of the two following 
points: first, how does he bring about adequate 
intestinal elimination; second, what is his idea of 
the absorption of toxins from the small intestines, 
especially the ileum, in cases of stasis. 


Dr. Reginald Burbank (closing): I think per- 
haps in the haste of reading, Dr. Musser mis- 
construed a couple of my statements. 


First, I don’t think the intestine is the primary 
focus in many cases. I think it is the secondary 
focus in innumerable cases. You get bacteria in 
the intestinal tract in sufficient number to give a 
secondary focus, you are almost bound to have 
had a primary focus somewhere else, such as sinus, 
teeth, tonsils, etc., and I do not wish to leave 
the impression that I consider the intestinal tract 
as a primary focus. What I did say and what I 
meant to point out rather clearly was that the 
intestine becomes the secondary focus of infec- 
tion even after these cases have had their tonsils, 
teeth, adenoids, sinuses, and everything else 
cleaned up and eliminated as possible foci. 


I also did not want him to think that I do not 
approve of physiotherapy. I do. I approve of 
anything that stimulates circulation and improves 
the general condition and tone of the patient’s 
body. I do not approve of diathermy on active 
joints. That was the point I tried to bring out 
in the discussion of physiotherapy, which was 
very, very brief. I have seen a great deal of harm 
come from taking a red-hot joint with a great 
deal of periarticular swelling and put diathermy 
on it. The joint has excessive circulation which 
can be proved by injecting methylene blue in the 














joint and watching the quickness with which it 
appears in the urine. The chronic joint has a 
thickened capsule. The circulation is impaired. 
When you inject the methylene blue in such a 
joint you will find a change in the appearance of 
the urine in one to two hours. In injecting it into 
a joint with active infection and irritated capsule, 
you will find the methylene blue appears even 
quicker. than it does normally. 


In regard to Dr. O’Ferrall’s question on intes- 
tinal elimination, it is the hardest problem we are 
up against because no two people respond the 
same way. You can’t outline the same form of 
eliminative treatment in any two that you run 
across. You may have two cases that appear 
exactly the same, and one will come along beau- 
tifully on bulk and roughage and the other will 
be plugged up like a cork in a bottle. Psyllium 
seed works nicely on some and plugs others up. 
The oil preparations work beautifully on some 
but with others as the old joke goes, “take Nujol 
and you don’t dare laugh.” I am perhaps as fond 
of sodium sulphate as any of the salts, it works 
beautifully in certain cases. 


We have been working for the past three years 
on a definite, specific intestinal antiseptic for the 
streptococcus, and I hope by the time you have 
your meeting next year to be able to send down 
a reprint on the specific clearing up of streptococci 
from the intestinal tract. It seems to be working 
out exceptionally well. We have tried everything 
under the sun, ichthyol, castor oil and salol, po- 
tassium permanganate, and they are all unsatis- 
factory as intestinal antiseptics. 


We give high colonic irrigations, but we don’t 
give them with the huge volumes of water that 
are so popular with the tube inserted forty or 
fifty inches,, because we think more harm can 
be done in inefficient and inexperienced hands 
with irritation from the tube than good is done 
in clearing out the intestines in such cases. We 
believe in using small amounts of water with 
hyper saturated bicarbonate solution, as the strep- 
tococci do not grow well in alkaline medium par- 
ticularly bicarbonate medium. The stimulation 
of the bowel to reverse peristalis by the action 
of the high concentration of bicarbonate carries 
the water up a very considerable distance. If 
that i is coupled with a very mild massage, reversed 
‘ffom the lef€ up across to the right and down on 
the right, you can very frequently get a most 
complete evacuation, and I have seen masses of 
mucus come out as big as a baby’s head following 
a properly given irrigation of that type. 


By the way, this is just in passing: sodium car- 
bonate came into considerable vogue for intesti- 
nal irrigations. I should like to warn just as 
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strongly as I can against its use. Sodium car- 
bonate is one of the finest things to grow strep- 
tococci in that we know of. We use it in the 
blood culture technic to allow us to get growth of 
streptococci. We use it in the stool technic to 
allow the streptocci to grow. Sodium carbonate 
is not a thing to give in high colonic irrigations 
except to inhibit growth of colon bacilli. 


As to the amount of absorption in the large and 
small intestine, I think it is one of the things 
not amenable to proof as to which one is the 
more potent factor in infection. The smaller in- 
testine is undoubtedly the area where the most 
absorption of food products occurs, but it is also 
the most active part of the intestinal tract. It 
is the part where the food goes through more 
quickly. We feel that the large intestine with its 
forward and reverse peristalsis, and its food 
residual which acts as an efficient culture medium 
for the streptococcus, is probably the intestinal 
area from which most streptococcal absorption 
goes on, and consequently from the arthritic point 
of view we consider the sluggish large intestine 
more of an actual menace than the small. 





ACUTE OSTEOMYELITIS OF THE 
SPINE. REPORT OF CASE WITH 
RECOVERY. REVIEW OF THE 
LITERATURE.* 


EDWARD S. HATCH, M. D. 


NEW ORLEANS. 
CASE REPORTS. 


Case 1. Miss M. E. J., aged 12 years, referred 
first by Dr. J. T. I., Mobile, was first seen Jan- 
uary 17, 1927. 


Her family history was irrelevant. The patient 
had had the usual diseases of childhood and had 
been otherwise well except for one attack of so- 
called malaria. She was an only child. 


Present illness: Several weeks previously she 
had had an abscess on her upper lip which rup- 
tured. This healed in about two weeks. The pa- 
tient was very sick; temperature 103°. The con- 
dition had been called septic poisoning. About 
three weeks after this abscess healed and the tem- 
perature had subsided, a swelling was noticed in 
the dorso-lumbar region and the patient com- 
plained of pain in this region. This swelling was 
incised by her physician and a “bloody fluid’ 
evacuated. The patient’s mother says that prior 
to this time the doctor diagnosed the trouble as 
a cold abscess: For a time the patient was unable 
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Anterior posterior Skiagraph of Spine before Operation, January 17, 1927. 
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to extend her left leg. At the time seen there was 
no pain or discomfort and the swelling in her 
back was not tender. 


Examimation: Well developed and well nour- 
ished girl, who stood with a marked rounded 
kyphos involving the dorso-lumbar region of the 
spine. Skiagraphs made by Dr. Henderson were 
reported as follows: January 17, 1927—‘“Both dia- 
phragms are normal, cardiac and great vessel 
shadows are not enlarged, thoracic cage is not de- 
formed, pulmonary fields are quite clear, present- 
ing no evidence of pathology. In the A. P. posi- 
tion, a disturbance in the relations between the 
second and third lumbar vertebrae is observed, 
principally an angulation at this point. No de- 
struction of the bodies can be seen however. While 
in the lateral view, an extensive disease of the 
spinous processess and laminae of the second and 
third lumbar vertebrae is observed, bone destruc- 
tion being greater than bone production. The 
angulation between the body of the second and 
third lumbar vertebrae at this point is clearly 
defined. No other periosteal changes are had. 
Conclusions: Osteomyelitis, spinous processes and 
laminae.” 


Immediate operation was advised. 


January 21. Gas anesthesia: The sinus was 
found to lead directly to the spinous processes. 
A six inch incision made over the spine, the dis- 
charging sinus being placed in the center of the 
incision. The soft parts were cut away and the 
spinous processes brought inte view. Two dis- 
tinct holes were found in the right side of the 
base of the second lumbar spinous process. This 
process was chiseled away and at its base there 
was a mass of inflammatory tissue. The laminae 
of the second lumbar vertebra was removed as 
a seques.rum. The abscess seemed to be fairly 
well walled off and it was deemed inadvisable to 
take away any more bone. The wound was packed 
with iodoform gauze. A smear showed staphy- 
lococci. 


Post operative notes: Osteomyelitis. 
Prognosis: Fair. 


Second skiagraphic report by Dr. Henderson: 
“January 25, 1927. Apparently no extension of the 
osteomyelitis has occured since the previous radio- 
graphic examination. It is interesting to note that 
the bodies of the vertebrae are now occupying a 
more nearly normal relation to each other and 
the acute angulation in the lumbar region had 
disappeared.” January 29.—Patient has been very 
comfortable since the operation. The wound is 
granulating well. January 31.—Patient is com- 
fortable and today plaster jacket was applied on a 
hammock with very good correction. February 
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3.—Patient returned home. Wound to be dressed 
by her physician. March 18.—Wound healed ex- 
cept for a small granulating area. Patient com- 
fortable. Jacket holding well. May 9.—Patient 
comfortable. Three small discharging sinuses still 
present. Jacket split and removed. Back brace 
designed May 12. Back brace applied today. 
August 1.—One very small discharging sinus. No 
pain or discomfort. Brace holding well. Patient 
stands absolutely erect. October 24.—Quite 
marked granulation tissue with a small sinus. 
Skiagraph made before cleaning up this sinus. 


Third skiagraphic report by Dr. Henderson: 
“October 25, 1927. No destructive processes can 
be observed in the bodies of the vertebrae. The 
laminae and spinous processes of the second and 
third lumbar vertebrae give evidence of an old 
osteomyelitis. At this time no loose particles of 
bone can be observed and it is considered that 


radiographically a decided improvement in the 
condition has occured.” 


November 3. There still being a small discharg- 
ing sinus which refused to heal, today under nova- 
cain, this sinus was found to communicate with 
the bone. It was cleaned out and packed with 
iodoform gauze. No sequestra to be found. Under 
date of December 9, a letter from patient’s mother 
stated that her family physician had removed a 
very small piece of bone from the sinus. A letter 
from Dr. I. under date of January 5, 1928, states 


that patient has entirely recovered, sinus having 
healed. 


The acuteness of this case with immediate re- 
lief of symptoms following operation and steady 
though gradual improvement to a complete cure 
makes me feel that a review of the literature 
would be of interest. 


Case 2. The second case occurred in Dr. Urban 
Mae’s service at the New Orleans Charity Hospital 


and is given through the courtesy of Dr. J. D. 
Rives, 


Patient was admitted to the medical service 
of the hospital in August, 1927, complaining of 
fever, pain in sacral region, and burning on urina- 
tion during the previous ten days. Fever began 
about one week before admission, following which 
time he had constant pain in the left low lumbar 
region. Examination showed tenderness on both 
sides of the abdomen on deep pressure. Enlarged 
prostate. Cystoscopic examination showed subacute 
cystitis. Kidneys negative. Skiagraph examination 
reported August 1, 1927: Sacro iliac arthritis. 
August 23, 1927: Destructive process in trans- 
verse process of fifth lumbar vertebrae. Bodies of 
the vertebrae show no change. Wassermann and 
blood culture and Widal reaction negative. Con- 
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Lateral view of Spine before Operation, January 17, 1927. 
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sultation examination—edema and redness with 
great tenderness over and lateral to spines of 
second and third lumbar vertebrae. Masses in 
both iliac fossae diagnosed as psoas abscesses. 
Thighs held in 45 degrees flexion. 


Diagnosis: Para vertebral abscesses of unknown 
origin. Incision advised. 


Operation, September 2, 1927.—Bilateral psoas 
abscesses above Pouparts ligament. Large amount 
of pus under pressure. Denuded transverse pro- 
cess could be palpated on left side. Culture showed 
staphylococcus aureus. Pain was relieved but 
septic course continued and patient became 
gradually weaker in spite of transfusions, etc. 
He deserted from the hospital and is believed to 
have died, but no definite record is known about 
the termination. 

PREDISPOSING CAUSES. 

Trauma has been noted in only seven 
cases and a!most all of these with invasion 
of the lumbar vertebrae but some causes of 
infection could be found in 16 per cent of 
the cases. In one case an abrasion of the 
skin; in most other cases causes of infec- 
tion are felons, abscesses, furuncles, an- 
ginas, or suppurating osseous foci else- 
where in the body. 


Injury, overwork, unhealthy conditions 
of living, cold, and fatigue are all listed as 
predisposing causes. 


Griselle decided that osteomyelitis is a 
disease of the growing skeleton. Only one 
case was found where the patient was over 
40 years of age, 15 cases where the patient 
was over 20 years old, history of injury in 
one-quarter of the cases. This probably 
explains the greater frequency in males. 
In a large number there is some discover- 
able source of infection from common fur- 
unculosis. The organism is almost exclu- 
sive’y staphylococcus aureus. Staphylococ- 
cus albus and staphylococcus pyogenous 
have been rarely found. 


Woolsey in Keanes Surgery found that 
75 per cent of cases were under twenty 
years of age, and 41 per cent were in the 
lumbar region, and the cervical region was 
the least common site. Of Donati’s col!ec- 
tion of cases the age was mentioned in 52 
patients, 15 cases from one to 10 years of 
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age, 24 cases from 10 to 20 years of age, 
11 from 20 to 30 years of age, 1 case from 
30 to 40 years of age, and one case from 
40 to 50 years of age. Sixty-eight per cent 
of the cases were in males and 32 per cent, 
females. The lumbar region was involved 
in 26 cases with 65.4 per cent mortality; 
thoracic in 18 cases, 27.7 per cent mor- 
tality ; cervical region 9 cases, 44.4 per cent 
mortality. The portion of the vertebra 
was the body in 14 cases, 11 deaths, 75 per 
cent. Other parts of the body, 37 cases, 
13 deaths, 35 per cent. 


PATHOLOGY. 


Any portion of the vertebral column may 
be affected but most of the cases are in the 
lumbar region. The cervical region is the 
next most common site; dorsal region last. 
Only one vertebral body may be affected or 
several simu'taneously. Infection may 
affect some part of the neural arch without 
involving the body at all. Gravity of the 
disease varies with its depth from the sur- 
face of the body. When the body of the 
vertebra is affected, mortality is as high 
as 60 per cent; in other cases, 35 per cent. 


SYMPTOMS. 


According to Makins and Abbott there 
is, first, a fulminating form. Patients are 
suddenly and acutely ill with intense pain 
in the back, chi'ls, high temperature, signs 
of grave intoxication. Patients die in a few 
days. The second type resembles osteomye- 
litis of the long bones. The onset is abrupt 
with pain in the back, fever with signs of 
infection. The patient recovers or suc- 
cumbs to meningiomyelitis or septicemia. 


Woolsey in Keanes Surgery states that 
symptoms are the generally constitutional 
ones common to osteomyelitis in general. 
Two local symptoms are swelling and local 
tenderness on pressure, abscess forming 
after one to three weeks, locality varying 
with osteomyelitic process. Pylemic symp- 
toms are allowed to develop, extension to 
spinal canal is most important comp'ica- 
tion, diagnosis being made from local symp- 
toms. 
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Lateral view of Spine following Operation. Note difference in Relation of Vertebral bodies. 
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Seldom, according to Henle, until three 
or four weeks does the palpable abscess 
develop when the vertebral bodies are 
affected. Abscess formations are easy to 
detect if the laminae are involved. He be- 
lieves psoas abscesses due to vertebral 
osteomyelitis have never been diagnosed 
during life. Death occurs from pyemia be- 
fore they become palpable. This diagnosis 
was made in Dr. Rives’ case. 


DIAGNOSIS. 


These cases often resemble Pott’s disease. 
Kirmisson gives the fol'owing points of 
distinction; abscess of Pott’s disease 
often appears externally in Petit’s triangle 
and is roundish whereas the abscess of 
osteomyelitis spreads a’ong the vertebral 
column and is fusiform and oblong in 
shape. Especially important are evidences 
of secondary circulation in the skin around 
the abscess, owing to septic thrombosis in 
the spinal veins. 


Makins and Abbott feel that the cardinal 
factor is co-existence of first, a grave tox- 
emia; second, persistent localized pain, ten- 
derness, and rigidity of the back. The clini- 
cal picture may be said to resemb’e a con- 
densed epitome of Pott’s disease without 
deformity. Localizes pain over the lumbar 
region, girdle pains about the loins, local 
tenderness, rigidity, and pain on movement, 
signs of compression of the canda equina. 
One may have one or all of these signs with 
the acute infection. 


In the differential diagnosis in the cervi- 
cal column, deep glandular abscess may be 
excluded by the fact that pressure on the 
vertex causes referred pain in the neck. 
Meningitis is excluded by absence of men- 
tal changes and rigidity of the limbs. In 
the dorsal spine, pneumonia or empyema 
may result from a forward extension of 
the abscess; and may be taken for primary 
condition. In the lumbar spine condition 
may be taken for peritonitis, perinephric 
abscess, meningitis, and Landry’s paralysis. 
Perinephric abscess causes unilateral symp- 
toms. No pus is found in lumbar puncture 
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in Landry’s paralysis. The presence of 
staphylococcus should at once lead to a 
question of acute bone infection. Cerebro- 
spinal meningitis is excluded with symp- 
toms in the back and absence of mental 
changes. 


Luzoir summarizes some recent cases 
that have been published emphasizing the 
vital importance of an early diagnosis. 
Kirmisson called attention in 1909 to the 
characteristic oblong shape of the swe'ling 
over the vertebrae, almost spindle shaped. 
In one of his four cases, the swelling along 
the side of the spine reached from the 
scapula to the ilium. Another symptom is 
the manifest collateral circulation in the 
region. Puncture brings pus. The absence 
of any tendency to curvature of the spine 
and the presence of some focus of infection 
elsewhere aid in differentiating the osteo- 
myelitis. In one of the cases, the subacute, 
a’most chronic course would suggest tuber- 
culosis if it were not for a long outline 
which has such a contrast to the round 
Pott’s lesion. In other cases the symptoms 
of septicemia predominate, suggesting 
typhoid or meningitis. Luzoir reports one 
such case, a man who was being treated 
for typhoid until the casual discovery of 
the swelling in the lumbar region. Opera- 
tion then came too late to save him. He 
feels that only thorough examination in all 
cases of supposed typhoid will avert blun- 
ders of this kind. 


The prognosis is always very guarded. 
TREATMENT. 


This involves the evacuation of the 
abscess when one is detected. Most 
authors feel that a retropharyngeal abscess 
should be opened through the neck, a 
mediastinal abscess by operation of costo- 
transversectomy, and a psoas abscess 
through an incision similar to that for 
ligation of the common iliac artery (extra- 
peritoneal). Heidenhain operated by cos- 
totransversectomy with success. If the 
patient survives, a second operation may 
be required to improve drainage. A plaster 
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jacket or other spinal support should not 
be forgotten as the collapse of the vertebral 
bodies will form a kyphos. 


In 1875, Delafield showed before the 
Pathological Society of New York a speci- 
man (N. Y. M. J. 21:53, 1875) of a ver- 
tebra found at autopsy in a case of a man 
65 years old. 

Hahn in 1895 recorded 41 cases. 


1. Sex. Twenty-three males, 12 females, 
5 unknown. 


bo 


Age. Majority in first two decades. 


co 


™, 
Location. Cervical 7 times, dorsal 
12 times, lumber 17 times, sacral 
5 times. 


4. Etiology. Evidence of undoubted 
trauma 6 times. In 15 cases his- 
tory of trauma, in 10 instances 
patient was perfectly well to time 
of onset, 3 cases were secondary to 
diseases elsewhere, in one case a 
purulent paronychia was present; 


in others no definite’ etiologic 
factor was determined. 
Results of treatment: Mortality, 60. 


Cause: Pachymeningitis, 2 cases; exten- 
sive pneumonia, 2; retropharyngeal abscess, 
1; empyema, 2; gravitation abscess, 6; 
amyloid, 1; invasion of the cord, 8. 


Abstract of paper by Makins and Abbott, 
1896.—Condition is rare and often only 
recognized in the post-mortem room. 
Author analyzes 21 cases, 6 of which have 
never been published before, features de- 
pendent not in any inherent special 
character of osteomyelitis of these bones, 
but solely on its localization in the trunk, 
its great depth from the surface and prox- 
imity to the the spinal cord and membranes. 

Case 1. Posterior arch of atlas. 


years. No history of accident. 
eighth day. 


Male, aged 7 
Death on twenty- 


Case 2. Odontoid process of axis. Male, aged 
6 years. No knowledge of injury. Died on fifteenth 
day. 
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Case 3. Atlas and axis. Female, aged 14 
years. No history of injury. Death on thirteenth 
day. 


Case 4. Bodies of second, third, fourth, fifth, 
and sixth dorsal vertebrae. Male, aged 14 years. 
Died nineteenth day. 


Case 5. Body of first lumbar vertebrae. Male, 
aged 14 years. Conditions followed injury. Died 
on eighteenth day. 


Case 6. Posterior arch of third lumbar ver- 
tebrae. Male, aged 10 years. No known injury. 
Died on thirteenth day. 


Case 7. 
vertebrae. 
of injury. 


Transverse process of fourth lumbar 
Female, aged 46 years. No knowledge 
Died on twenty-sixth day. 


Case 8. 
vertebrae. 
first day. 


Case 9. 
years. 
day. 


Transverse process of the fifth lumbar 
Male, aged 27 years. Died on twenty- 


Supra-occipital bone. Male, aged 5 
Following injury. Died on thirty-eighth 


Post mortem notes were given on all cases. 


In 1899, Hahn who employed statistics 
of Frohner and -Haaga and gave some 
additional ones, found that out of 661 cases 
of infectious osteomyelitis, the long bones 
were the seat of the disease in 610 cases, 
and the short and flat bones in only 51 in- 
stances. Of these 51 cases only 1 affecting 
the vertebra was noted. 


Sex— 
Out of 21 cases, 11 were males, 4 females, 
and in 6 the sex was not given. 
Age— 
Me ae ee 1 
Re ee ae ee eS ene re Sa 2 
I oe Se ae eae eT ae 2 
I apiece a a aed aate ae 8 
REECE OESS LRM Ei rot oo Sas 3 
Eee ar eer es 3 
De a 2 
21 cases 


Region affected— 


i AN ee RS ARR ORC et ET 3 
BEES, ‘gab a tcrcchrees. abicnncuswce: 5 
Faced heii 10 
ac a hd a eee 1 
IE ALE LT ARE 2 
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Seat of disease— 


In four cases—centrum only. 
Five others—centrum and some portion of 
neural arch. 


Seven cases—neural arch only. 
Attack spine in three cases— 


Transverse process in three. 

Pedicle in one. 

Articular process in one. 

In four cases exact locality was not 
noted. 


Suppuration occurred in every case varying in 
position with seat of disease. 


Dorsal abscess—3. 
Dorso-lumbar abscess—1. 
Lumbar—5. 
Lumbo-sacral—2. 
Psoas—4. 
Mediastinal—2. 
Pelvic—3. 


Angular curvature of temporary nature was 
noted im two cases. 


In 21 cases, the cord or membranes were in- 
vaded in 11 instances. (52.4 per cent.) 


Secondary deposits were noted in 12 cases. 


Only 6 report bacteriologic examination—sta- 
phyloceccus pyogenes aureus. 


Prognosis— 
Of 26 cases, 15 (71.4) died. 
3 cases were relieved (14.3). 
In 13 fatal cases average duration was 25.2 
days. 
Neural arch is more favorable location than 
the body. 
Early recognition easier. 
Sequestra more readily removed. 


Treatment— 
Rest for spinal column. 
Early detection and incision of abscesses. 


Removal of necrosed bone when in bodies, ap- 
plication of jacket. 


Warren reported a case of osteomyelitis 
of the cervical spine in 1903. 


Male, 23 years old. Five months previously 
turned his head suddenly and was seized with 
violent pain in neck. Motions of head upon neck 
have gradually become less free, more or less con- 
stant but steadily increasing pain. Two weeks 
later swelling on back of neck appeared which has 
grown. Chills and fever at times. 


Past history and family history negative. 
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Patient seemed septic. Head held rigidly to one 
side. Thick indurated swelling over occipito-axoid 
region. Temperature 100.4 degrees, pulse 100. 
Roentgenogram showed shadow of abscess and 
thickening and fusion of bodies of second and third 
cervical vertebrae. Three days later admitted to 
ward, temperature 103 degrees, pulse 100. Fol- 
lowing incision thick creamy pus was evacuated, 
showed staphylococcus pyogenes aureus in pure 
culture. Sharp fall in temperature, motion of 
neck became free and pain was much relieved. 
Temperature remained 99 degrees-100 degrees for 
ten days when on removal of drainage tubes abs- 
cess reformed and temperature again rose to 103 
degrees. Second operation. Convalescence un- 
eventful. Completely healed one year later. All 
motions of cervical spine within normal limits. 
No subjective symptoms. Had complained of steady 
pain in lumbar region; loss of weight, paralysis, 
pyemia, and death. 


Tubby in his report in 1905.—Acute 
osteomyelitis and periostitis of the spine; 
believes that three degrees of affection are 
recognizable: 


1. Comparatively mild form from 
which patient usually recovers, in which 
there is inflammation and thickening of 
the periosteum which subsides without 
apparently causing denudation of the bone 
and ultimately leaves the spine in a practi- 
cally healthy condition. 


2. A severe form, involving the perios- 
teum and superficial layers of bone, 
associated with considerable inflammatory 
softening often with considerable defor- 
mity, which may or may not go on to 
suppuration. 


3. The intense form, in which the 
bodies of the vertebrae are the sites of 
numerous purulent foci, or the neural 
arches and processes are bared and 
necrosed. This form usually goes on to 
suppuration; inflammation of the spinal 
membranes and medulla is a constant com- 
plication, and it is, therefore, exceedingly 
dangerous to life. 


Case report of acute periostitis of the cervical 


spine, resolution with suppuration and recovery. 
Child 4% years old. Benign course. 


Case report of child, 5 years old, of acute 
periostitis and rapid softening of bone associated 
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with double pneumonia and necrosis of the al- 
veolar margins of the jaws,—recovery. Appear- 
ance of spinal symptoms were after an acute 
osteo-stomatitis, sudden and unexpected onset of 
spinal symptoms, rapid appearance of deformity 
and almost complete disappearance later with 
restoration of function. 


Relatively small number of reported 
cases is probably due to faulty diagnosis. 
Symptoms of systemic infection over- 
shadow local condition. Donati in 1906 
reports one case of his own and 55 in liter- 
ature to that date. Kirmission in 1909 
reports a'most 100 including sacrum. 
Volkman in 1914 collected 84, not including 
sacrum. 


Most cases occur between tenth and 
twentieth years. Trauma may act as excit- 
ing cause, most frequent etiologic factor is 
presence of suppurative focus elsewhere. 
In 14 of 21 cases (Donati) and in 24 of 35 
(Volkman), staphylococcus was found in 
pure culture. 


Lumbar region most frequently involved. 
(Donati says 20 in 56.) (Volkman says 
largest number in dorsal region.) Several 
vertebrae usually involved. Entire verte- 
bral body and arch was seat of disease in a 
smaller number of cases than was the case 
of the body or arch alone. Involvement of 
body more often followed by invasion of 
spinal canal and development of peripleu- 
ritic and psoas abscesses than that of the 
arch. 


Sixty-eight per cent of the cases run an 
acute course and mortality is correspond- 
ingly higher in this class than in the 
subacute cases. Donati found in 6 to 12 
deaths in acute form, death was due to 
invasion of spinal canal. 


Diagnostic signs: Severe pain over 
affected vertebra with rigidity of spine. 
Localized edema and tenderness. Acute 
pyogenic focus in cervical vertebra shown 
by rigidity in neck, neuralgias in occipital 
region and early signs of compression. In 
dorsal spine, pus gravitates forward form- 
ing peripleuritic abscess. Inflammation of 
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psoas muscle may result in osteomyelitis of 
lumbar region. Severe pain due to pres- 
sure on nerve roots rarely occurs except in 
cervical region. Most frequent symptoms 
then are in back—rigidity, edema, and 
swelling. The roentgen-ray is a great aid 
in localization. Lumbar puncture helps 
also if by it pure pus is obtainable. In 
cases with general syptoms one must ex- 


clude typhoid, acute rheumatic spondylitis 
and meningitis. 


Escape of pus into spine may result in 
(1) extradural abscess with symptoms of 
meningeal irritation; (2) pressure on cord 
with symptoms of compression correspond- 
ing to level involved; (3) purulent men- 
ingitis. Mortality greatest when cervical 
region is involved, least in dorsal region 
and in lumbar region. Operative interfer- 
ence indicated as soon as diagnosis is made. 
Condition recognized in only 1/3 of pub- 
lished cases (Volkman). Simple incision 
or drainage may suffice, but laminectomy is 
advised. Removal of focus in bone is per- 
missable if risk in operation is not too 
greatly increased, otherwise wait for 
sequestration. Healing usually occurs 
without foundation of a kyphosis. If 
peripleuritic or psoas abscesses are récog- 
nized early incision and drainage are 
indicated. Use stereoscopic roentgenogram 
of chest combined with fluoroscopy when 
dorsal region is involved. 


Strong reported eight cases of osteomye- 
litis of the spine in 1912. 


Case 1. Reported in life—from author’s ex- 
perience. Male, 10 years of age, entered hospital 
3 weeks after having been kicked in the back. 
Operated—last dorsal first lumbar vertebrae af- 
fected. Pus showed staphylococci. After operation 
vaccine from staphylococcus was prepared and 
administered—then discontinued as patient was 
in extremis. Gradual recovery to perfect health. 
Walks normally. 


Case 2. Male, 9 years old, entered hospital 9 
months after a fall. Spinal column from seventh 
cervical to eleventh dorsal vertebrae is necrosed. 
Necrosed part bathed in pus. 


Case 3. Female, aged 5% years. Eternal hos- 
pital with lumbar abscess and diagnosis of Pott’s 

















disease. Abscess opened and child improved. Ad- 
mitted later with fresh collection of pus in left 


loin. Indefinite history of fall. Bodies of all 


dorsal vertebrae necrosed. Brain, spinal cord and 


membranes normal, No appearance of tubercu- 


losis in any part of body. 


Case 4. Female, aged 20 years, treated by 
plaster jacket for some time previously for pos- 
terior spinal curvature. Diagnosis of tuberculosis 
of spine. Abscess opened and found to com- 
municate with posterior mediastrinium and left 
pleura—large quantity of pus. Post mortem 
showed front of the bodies of the third and tenth 
dorsal vertebrae bare, rough, and hard except 
ninth which was necrosed. Inter-vertebral discs 
not affected. No caseation or tuberculosis in 
thoracic or abdominal viscera. 


Case 5. Female, aged 34 years. Ailing for 2 
years since confinement. Fluctuating swelling 
pointing to right loin. Prominence of lower dorsal 
and upper lumbar spines. Abscess opened, scraped 
and flushed. Bare bone about first lumbar verte- 
brae. No tubercle in pus, but cocci mostly in 
chains. Post mortem showed fibrosis leading to 
right side of twelfth dorsal vertebrae. Angular 
curvature at end of dorsal region. Bodies of 
eleventh and twelfth dorsal and first lumbar 
vertebrae firmly united, intervertebral discs dis- 
appeared. Prevertebral abscess. No evidence of 
tuberculosis. 


Case 6. Male, aged 33 years. Pain in back and 
legs. Gonorrhea 16 years before, 3 years before 
arthritis in ankle and knee. Alcoholism. Attacks 
of vomiting. Third, fourth and fifth lumbar ver- 
tebrae showed some thickening on the left side. 
Lump to left of umbilicus. Angular curvature 
suddenly developed. Abscess opened and drained. 
Acute diarrhea and death. Post mortem showed 
edematous swelling of right leg. Almost total 
disappearance of bodies of third and fourth lumbar 
vertebrae. Diffuse suppuration and necrosis of 
both iliac muscles, some curdy pus in left hip. 
Displacement of spine. Numerous small abscesses 
in left lung,—septic avititis (staphylococcic). 


Case 7. Male, aged 38 years. Septic finger, 
pain in back and sides. Large swelling over third 
and fourth ribs in right axillary space, same swell- 
ing posteriorly. Rigidity of spine in upper dorsal 
region. Kyphosis and right scoliosis. Abscess in 
connection with knee-joint incised. Pus showed 
only staphylococcus aureus. Pain in back. An- 
gular curvature in lower dorsal region. Post mor- 
tem showed large collection of pus close to 
spine in back muscles of loins. Body of eleventh 
dorsal vertebrae and adjacent parts of tenth and 
twelfth necrosed. Adjacent parts of tenth and 
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eleventh ribs also necrosed. Spinal cord and mem- 
branes adherent to columns and showed suppura- 
tive meningo-myelitis for 3 inches. 
of tuberculosis. 


No evidence 


Case 8. Male, aged 31 years. Admitted for 
paraplegia and retention of urine. Pains in back 
and hypochondrium two months before. Then 
girdle pain and constriction of upper abdomen. 
Palsy of legs just before admission. Anal abscess 
burst. Pneumonia. 


tubercle. Only cocci and Gram positive and Gram 
negative bacilli. Death. Post mortem—sloughing 
of skin around anus, aperture leads into pelvis, 
connective tissue shows diffuse suppurative cel- 
lulitis. Pervertebral abscess in middorsal region 
involving bodies of the sixth to the ninth dorsal 
vertebrae. Intervertebral discs partly absent. Abs- 
cess between bone and dura mater, canal full of 
pus. No evidence of tuberculosis. Death from 
pneumonia. 


Pus from abscess showed no 


Eisendrath and Schram in 1917 re- 


ported one case. 


Man, aged 23 years, admitted to hospital be- 
cause of urinary retention. Looked septic, tem- 
perature 104.2 degrees, pulse 120. Diffuse pain 
over lumbar region of spine. History of infected 
finger one month previously. Present illness began 
suddenly with pain in back, radiating to left side. 
High fever and night sweats for 12 days. 


Soon after admission had chill and sweat, tem- 
perature rising to 105.4° (rectal) and continued 12 
hours. General appearance of sepsis. Diffuse ten- 
derness over the lumbar and sacral regions, later, 
retraction of the neck and marked rigidity of 
entire spine. Symptoms of meningeal irritation 
(Kernig sign present, suggestion of Babinski sign 
and generally increased reflexes). No eye changes. 
Leukocytosis—14,000. Lumbar puncture—pure 
pus from spinal canal. Pus showed staphylococcus 
aureus. 


Radiographic examination showed an area of 
osteoporosis in body of third lumbar vertebrae. 
Symptoms of meningeal irritation increased 
rapidly in 12 hours later patient was transferred 
to surgical service where tentative diagnosis was 
made of acute osteomyelitis of spine in lumbar 
region secondary to infection of finger. 


Laminectomy for drainage of epidural abscess 
(lumbar region) due to osteomyelitis of third lum- 
bar vertebrae. 


Following operation, rigidity of neck and spine 
disappeared, 
recovery. 


reflexes less active, etc. Gradual 
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Gould in 1917 reports one case. 


Schoolmaster, aged 21 years, became ill Septem- 
ber 16, 1916, complaining of “severe pain in the 
back and left loin.” Had had cold in head two 
days previously. When first seen, temperature 
was 103 degrees F. and looked ill. Symptoms not 
relieved by simple remedies, admitted to hospital 
September 25. 


Temperature 102 degrees, pulse 102, respira- 
tion 32. Skin dry and flushed, tongue very dry 
and beefy-red, general appearance of severe 
toxemia. Constant pain in small of back, radiating 
around loins to umbilicus, pain more severe on 
left side. Tenderness on pressure over the upper 
end of the sacrum and lower lumbar spinous pro- 
cesses. Patient could not move freely or sit up,— 
but there was no swelling or deformity of the 
back. Abdomen somewhat distended and tym- 
panitic. Deep tenderness on both sides in the 
middle line in the umbilical region but no rigidity, 
and abdomen moved freely with respiration. No 
abnormal signs in chest. Urine was normal. 


Condition remained very much the same for 
two days, temperature fluctuating between 99 
degrees and 102 degrees. Pulse rapid. Lumbar 
puncture done September 27 and 3 ounces of 
thick creamy pus withdrawn from spinal canal. 
Staphylococcus aureus grown. No symptoms of 
meningitis, pus thought to be of extrathecal 
origin. Some paresis of legs, more marked in the 
left, suggesting pressure on spinal roots. Knee 
jerks weak. Provisional diagnosis of acute osteo- 
myelitis was made and laminectomy decided on to 
relieve pressure on the corda equina and to es- 
tablish drainage. 


Operation.—Median dorsal incision made with 
center over the third lumbar spine. On separating 
muscles from the left of the spines about 3 ounces 
of pus were evacuated; no bare bone could be 
felt by the finger and pus appeared to be oozing 
out of a neural foramen. Third lumbar lamina 
was removed and similar pus at once welled out 
of spinal canal. Theca was seen to be intact and 
pressed forward against posterior common liga- 
ment. No bare bone and nothing further was 
done. Tube inserted down to spinal canal and 
wound stitched up round it. No shock but no 
improvement except absence of paresis. In evening 
temperature rose to 104 degrees, pulse worse, 
died from heart failure September 29. 


At autopsy, same day, pus was found oozing 
from all lumbar neural formina into muscles. Pus 
was found on the posterior aspect of the theca 
extending from the last dorsal vertebrae to the 
lower end of the sacrum; no extrathecal fat visible 
and no leptomeningitis. No infective focus in 
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bodies of vertebral or sacrum or elsewhere was 
discovered. 


CONCLUSIONS. 


The reports of 79 cases are abstracted in 
detail as they seem to add a good deal to 
our knowledge of this condition. Undoubt- 
edly, cases often die without the correct 
diagnosis being made, and without any 
autopsy findings. As in osteomyelitis else- 
where in the body, too much importance 
cannot be placed on the _ skiagraphic 


findings. 
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DISCUSSION. 


Dr. Louis Levy (New Orleans, La.): Dr. Hatch 
has covered the ground so thoroughly in his paper, 
it will be more elucidating when it is read than 
through hearing it here. 


Osteomyelitis is something that we are apt to 
run into, and it is worthy of being brought forcibly 
to the attention of this organization. 


The thing in Dr. Hatch’s paper to be noted is 
when the case should be operated, how soon they 
should be referred to the bone man. That seems 
to be the outstanding thing in a case of this type. 
Of course, roentgenograms, the blood count, and 
the general examination should be kept up to the 
minute in a case of osteomyelitis. But it seems 
to me that the earlier a case of osteomyelitis is 
operated on, the better the results. 


In getting around the spine or any of the 
bones, great caution is often exercised in waiting 
until the abscess is in the cold stage. I should like 
to know what Dr. Hatch is teaching on that score 
now, when to operate. I wish Dr. Hatch would 
emphasize that point. 


To continue discussion on a type of paper such 
as Dr. Hatch has presented seems superfluous as 
he covered the ground so nicely. 


Dr. H. B. Gessner (New Orleans, La.): It might 
be well to impress upon the audience that it will 
not do in dealing with osteomyelitis in general to 
depend on a roentgenogram. What a roentgenogram 
picture shows is changes in density and changes in 
contour. I am not speaking particularly of osteo- 
myelitis of the spine, but if in dealing with osteo- 
myelitis in general we depend on the roentgenol- 
ogist to make the diagnosis, he will make it late. 
The roentgen-ray is not to be depended upon to 
make an early diagnosis of osteomyelitis. A seri- 
ous error might be permitted if one waited for the 
roentgen-ray to make the diagnosis. 


I think it might be well for Dr. Barrow to say 
a few words on this subject. 


Dr. S. C. Barrow (Shreveport, La.): It is just 
along that line that I am in position to say some- 
thing, and not on the paper generally, Mr. Chair- 
man. Dr. Gessner has brought out the point 
that sometimes we express in the wrong way. I 
have often sat in conventions and heard most 
eminent surgeons say that the roentgen-ray was 
of no value in osteomyelitis. 
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The point Dr. Gessner made is this, as I recall 
it, that the roentgen-ray findings in acute osteo- 
myelitis are not positive early, but you must 
remember that in making a diagnosis of anything, 
negative findings are sometimes far more valuable 
than some supposed positive findings. In any case 
of osteomyelitis, regardless of its location, there 
are a multitude of things to be eliminated, and 
the roentgen-ray will do that. But, as Dr. Gess- 
ner says, before we can speak on bone pathology 
from a radiological standpoint we have to have 
some change in the bone, and in osteomyelitis we 
cannot see it when the suppurative process is 
within the bone unless it is old. When it breaks 
through the cortex or when it excavates thorough- 
ly producing a difference in density, then we can 
help it but not until then. 


Dr. Gessner’s point is well taken. I don’t think 
there is a surgeon here who would be content, 
regardless of how positive he was that he had 
one of these obscure cases, to proceed until a 
roentgenogram was made. The reason for that 
is this: Back in his head he knows a lot of things 
that will be excluded by the roentgen-ray, even 
though he is not told that he has a positive diag- 
nosis. 


Dr. E. S. Hatch (closing): I want to thank you 
gentlemen for discussing this paper. 


I don’t want to detain you by going into osteo- 
myelitis in general except to say that in answer 
to Dr. Levy I don’t think you can operate on 
osteomyelitis too soon. I think that is a fair state- 
ment on any osteomyelitis. 


With regard to Dr. Gessner’s question about the 
roentgen-ray, we don’t depend on the roentgen- 
ray to make a diagnosis. In other words, if you 
wait for the roentgen-ray to make your diagnosis 
of osteomyelitis a great many cases will be very 
far gone before you operate on them. 


Dr. Barrow’s talk was eminently fitting at this 
time. What he said about ruling out other things 
was just the thing, I think, that the roentgenol- 
ogist tells us. In other words, we have to make 
a tentative diagnosis of osteomyelitis long before 
the roentgen-ray findings are found positive. We 
rule out, by looking at the roentgen-ray, many 
other things which might fool us in making the 
diagnosis. 
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FIRST AID.FOR THE GENERAL PRAC- 
TITIONER IN EYE, EAR, NOSE, 
AND THROAT CASES..* 


Cc. A. WEISS, M. D., 
BATON RoucE, LA. 


The eye, ear, nose and throat has been 
relegated to a special field of medicine per- 
haps due to a certain degree of skill and an 
armamentarium of instruments necessary 
to cope with the abnormal pathological con- 
ditions and intricate anatomy of these 
parts. But even here there are certain 
emergency cases that can be successfully 
handled by the general practitioner. The 
genera! practitioner should be sufficiently 
conversant with diseases of the eye, ear, 
nose and throat so that these conditions can 
be recognized, first aid rendered in reliev- 
ing the acutely painful conditions when 
possible or referred to a specialist for 
treatment or operation when necessary. In 
order for the general practitioner to do 
this successfully, it is essential that he add 
to his armamentarium and acquire the use 
cof the head mirror, nasal speculum, set of 
ear speculums, lid elevator, metal appli- 
cator, paracentesis knife and a magnifying 
loupe. The head mirror is in my opinion 
more essential and useful in illuminating 
e. dark field than a flash light which usually 
at the crucial momert fai's to operate due 
to bulbs or battery being burnt out. The 
head mirror will pick up the rays of arti- 
ficial light or sun light and with proper 
maneuvering reflect them into the darkest 
and deepest cavities of the body to reveal 
to the eye any existing pathology. I would 
urge that you acquire the use of a head 
mirror and the more you use it the more 
you will find use for it. Often have I 
observed the rectal, gynecological and 
abdominal surgeon whose surgical manipu- 
lations could have been facilitated by hav- 
ing the field illuminated by the properly 
reflected light from a head mirror. Metal 
applicators are far superior to wooden 
applicators which like wooden tongue de- 





*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 
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pressors have only a limited usefulness. 
Metal applicators properly tipped with cot- 
ton are useful for wiping wax from the 


external auditory canal so as to afford a 
better view of the canal and drum, wiping 
mucus from the nasal cavities and making 
app’ications to the nose and throat. It is 
very essential in wrapping an applicator. 
to use a good quality of long staple cotton 
and not lint, have the tip of the applicator 
‘ well covered with cotton. This may seem 
non-essential but it is embarrassing if not 
really dangerous to have the medicinally 
soaked cotton swab from an applicator re- 
main in the throat of an unruly patient, 
and your failure to recover same while an 
anxious solicitous parent plies you with 
questions. An improperly wrapped appli- 
cator with tip exposed is a serious menace 
to the delicate mucous membrane of the 
nose and throat and I have seen two cases 
in which the tympanum has been injured 
by this means. 


What can be seen with the aid of a nasal 
speculum? The site of a nasal hemor- 
rhage, which in the majority of cases is on 
one or both sides of the nasal septum, just 
a short distance within the nose. The cause 
of an obstructed nasal breathing which 
may be a polypus, deflected septum, foreign 
body, hypertrophied turbinates which have 
wrongly been mistaken for adenoids and 
polypi; especially hypertrophy of the in- 
ferior turbinates which when suddenly 
observed by some patient of parent pre- 
cipitate an immediate visit to a specialist 
to have the newly found adenoid removed. 
The membranous deposit on the nasal sep- 
tum in unsuspected cases of nasal diph- 
theria, which is oftentimes the most pro- 
lific source of disseminating diphtheria 
throughout a school or community until 
brought to the attention of a physician by 
the tell-tale sero-sanginous nasal discharge 
and possibly an erosion around the external 
naries. [*uch other nasal pathology is 
revealed to the trained observer by the use 
of the nasal specu!um, but those mentioned 
are the ones which the general practitioner 
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can observe for his own guidance and the 
benefit of his patient. A proper sized ear 
speculum is equally valuable in giving the 
examiner information about the ear. Im- 
pacted wax which is often responsible for 
impaired hearing and which in many in- 
stances must be removed and shown to the 
patient before its presence is even sus- 
pected. 


Foreign bodies introduced into the ex- 
ternal auditory canal by the patient or ani- 
mated foreign bodies, ants, bugs, flies, 
beetles which may enter the external audit- 
ory canal while the patient is asleep or 
awake. Fungi which frequently grow most 
luxuriantly, filling the canal to the external 
meatus. Fissures and furuncles of the 
auditory canal, and most important the 
condition of the tympanum whether a nor- 
mal pearly grey, or red inflamed or bulg- 
ing, in cases of earache or unaccountable 
pyrexia without earache. In such cases the 
ear is often unsuspected, until the attend- 
ing physician is apprised by a watchful 
parent or nurse that the ear is running and 
the true nature of the case reveals itself. 


An eyelid elevator is very essential in 
obtaining a good view of the bulbar con- 
juctiva and cornea of an infant. It is while 
examining the outer surface of an eyeball 
that the use of a magnifying loupe is very 
useful. The magnification afforded by a 
loupe will reveal minute foreign bodies or 
pinpoint ulcers or abrasions on the cornea. 
Two cases of pediculosis of the eyelids 
which had been previously treated for 
blepheritis marginalis unsuccessfully would 
have revealed the true etiological factor 
with the use of the loupe. A school teacher 
who had been struck in the eye by a fly 
while driving along the road an hour pre- 
vious complained of intense itching and a 
sensation of crawling in the eyes. The loupe 
revealed minute larvae deposited by the 
fly. The opthalmoscope is not essential to 
the general practitioner who is not called 
on to diagnose intra-ocular pathology. And 
the majority of the opthalmic emergencies 
can be observed without the use of the 
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opthalmoscope. Industrial surgeons are 
constantly brought in contact with more or 
less spurious demands for financial com- 


pensation for bodily injury, and the only 
positive means of defeating unjust claims 
is to have accurate records of physical ex- 
aminations including the eyes, nose, throat 
and ears before applicant is accepted for 
the position and in making these examina-~- 
tions the instruments enumerated will ren- 
der valuable assistance. 


When attempting to remove a foreign 
body from the cornea three requisites are 
essential, good light, anesthesia and a 
sterile eye spud or cataract knife. Insist- 
ing on patient keeping both eyes open wi!l 
greatly facilitate the removal of the for- 
eign body. If the foreign body is imbedded 
in the cornea or the conjunctiva and the 
patient is high strung and nervous, instill 
a drop or two of 4 per cent sol. cocaine 
or 2 per cent butin which will greatly facili- 
tate the removal. In children it may be 
necessary to administer a general anes- 
thetic. Examine both eyes thoroughly, in- 


c'uding the lower culdesac and retrotarsal | 


folds to make sure that no particle remains 
in the eye. If foreign body is not imbedded 
it can be readily removed with a pointedly 
wrapped cotton swab; if too firmly imbed- 
ded and you are thoroughly familiar with 
the thickness of the cornea, fully conscious 
of the dangers of perforation of the cornea, 
you can use the corneal spud or point of a 
cataract knife to dislodge the body from its 
bed. This is sometimes very difficult and 
should be done under aseptic conditions and 
if not readily removed should be referred 
to the nearest opthalmologist. Where for- 
eign body is not imbedded in the cornea and 
the same can be removed without abrading 
the cornea, a few drops of argyrol or other 
equally mild antiseptic can be instilled in 
the culdesac. Where the cornea must be 
abraded in order to remove the entire for- 
eign body imbedded in its substance, always 
insist on applying sterile or borated vase- 
line to the eye, then covering with a pad 
to be worn at least 24 hours. Modern means 
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of transportation are responsible for a 
great many more eye injuries, probably 
second to those accidentally incurred in in- 


dustrial life and the general practitioner 
is often called on to render first aid in such 
cases. All lacerated and incised wounds of 
the eye lids should be carefully and as 
closely approximated as possible, special 
care being taken to coaptate the ciliary 
margins of the wound and retain them in 
their normal position by sutures. If cor- 
nea is perforated with or without prolapse 
of the iris, instill several drops of 1 per 
cent solution of atropin to prevent pro- 
lapse or if same has occurred with hopes 
that iris may be withdrawn from the 
wound. Apply a bandage to the injured 
eye and refer to an oculist at once. The 
fate of an injured eye will often depend 
for its future usefulness upon the treat- 
ment it received during the 24 hours im- 
mediately following the accident. 


Atropin in an eye with prolapse of the 
iris or an acute iritis may be the means 
of saving that eye whereas atropin in a 
glaucomatous eye will aggravate the 
disease, increase the patient’s suffering and 
possibly destroy our only hope of saving 
some sight for the patient. No excuse is 
necessary for including glaucoma among 
occu ar emergencies of general practice, for 
in many instances the attacks occur with 
lightning-like rapidity, and usually during 
the night. The patient retires in apparent 
good health to be awakened by agonizing 
pain in head, feverishness nausea, wretch- 
ing and bilious vomiting. The attack may 
simulate biliousness so closely that the eye 
is overlooked even though the patient com- 
plains of sudden or gradual failing sight. 
They may comp’ain of intense pain in the 
eye often stating that the eye feels too 
large for the socket. The bulbar conjuctiva 
is red, congested and edematous. The eye 
is hard and sensitive to touch, while the 
cornea is steamy and insensitive to touch, 
pupil dilated, regular or irregular, does not 
respond to light and sight seriously im- 
paired. Given a case like this, do not use 
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atropin. Use eserin or pilocarpin. Refer 
to an opthalmologist as soon as possible, 
for an immediate iridectomy may be the 


only means of saving even a vestige of sight 
for the patient. The state of an eye in 
acute glaucoma might be compared to a 
strangulated hernia, and the relief of 
strangulation is as itnperative in the eye 
as it is in the bowel. Do not use any of 
the nucleate of silver salts in the eye in 
cases of abrasions or perforation of the 
cornea they leave a deposit of salts in the 
abraded tissue which seems to interfere 
with rapid healing and tends to obscure the 
presence of a foreign body. Chemical burns 
of the eyes either with alkalies, caustic 
soda or lime or acid burns from hydro- 
chloric acid used in soldering or sulphuric 
acid from storage battery liquid should be 
first neutralized and then washed from the 
eye with large quantities of water, and 
treated with sterile vaseline or liquid pe- 
trolatum as an ordinary burn. 


Nose bleed, while often more annoying 
than .dangerous, at times requires the at- 
tention of a physician before it is checked. 
If the bleeding is from the anterior part of 
the septum the site of the hemorrhage is 
readily seen with the aid of the nasal specu- 
lum and pressure with a cotton wound 
applicator moistened with thromboplastin, 
coagulose or adrenalin will stop the bleed- 
ing. I prefer the biological coagulants to 
adrenalin because they produce a clotting 
of the blood instead of a temporary con- 
striction of the vessels. Packing the an- 
terior nares with a tight wad of cotton will 
stop the bleeding. If bleeding is profuse 
and coming from the superior meatus or 
from the posterior nares accompanied by 
hypertension of considerable degree I ad- 
vise letting the patient bleed until the blood 
pressure is within safe limits then if there 
is no spontaneous checking of thé hemor- 
rhage active steps are demanded to stop it. 
This usually requires an anterior and pos- 
terior nasal tamponage best done by the 
rhinologist where possible. Fractures of 
the nose should be corrected as soon after 
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the accident as possible, the shock as a rule 
obtunds the pain of manipulation and elim- 
inate secondary loss of blood from a latter 


replacement and manipulation. A foreign 
body in the anterior nares and easily 
grasped with forceps can be’ readily remov- 
ed, but it is more difficu't to remove a for- 
eign body from the middle or superior 
meatus of the nose which has been in situ 
long enough to cause the mucous membratie 
to become turgescent and obscure the for- 
eign body from view. Where the tissues 
are edematous and congested it is best to 
first shrink them with an application of 
adrenalin and weak cocaine. If the patient 
is at all unruly it is far better to administer 
a general anesthesic than run the risk of 
traumatizing the membranes, obscure the 
field with blood and perhaps accidentally 
push the foreign body in the posterior nares 
to have it fall into the throat and be 
inspired into the larynx, trachea or bron- 
chi. When nasal breathing is obstructed, 
accompanied by a persistent sero-sangin- 
ous rhinitis with an excoriation of the ex- 
ternal nares and possibly the upper lip, be- 
ware of nasal diphtheria, and do not 
neglect making a culture for microscopic 
confirmation. 


Every case of membranous ulcerative 
tonsillitis or even follicular  tonsillitis 
where the follicular masses coalesce to form 
extensive patches should have the diagnosis 
confirmed by the microscope. The speci- 
men for culture or smear should be taken 
from beneath the attached surface of the 
exudate or membrane. One may contend 
that a we'l developed characteristic case-of 
diptheria can be diagnosed without the use 
of the microscope, I shall grant you that, 
but it is the unsuspected and atypical cases 
that give us the most trouble. Follicular 
tonsillitis, diphtheria and Vincent’s angina, 
the faucial triad, are individually easy 
enough to diagnose, but their individual 
characteristic merge into one another to 
such an extent at times that we are com- 
pel'ed to depend upon the laboratory for 
confirmation. Where laboratory facilities 
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are available and the case is not urgent, it 
is hardly justifiable to subject our patients 
to the inconvenience, dangers and expense 


of a large dose of antitoxin and the con- 
stant menace of anaphylaxis without avail- 
ing ourselves of the opportunity and giving 
the patient the benefit of a laboratory 
diagnosis. Do not apply a strong solution 
of silver nitrate to a lesion in the throat or 
tonsil, then take a swab or refer the case 
to a specialist for diagnosis. The silver 
coagulates the albumin of the tissues, 
masks the true pathological characteristics 
of the disease and may give us a negative 
culture. 


Every general practitioner should be 
familiar with the land marks of the normal 
ear so as to be able to detect any pathologi- 
cal conditions of the drum membrane or its 
adjacent parts. In using the ear speculum 
be careful not to introduce a small specu- 
lum too deeply in the auditory canal and 
probably injure the drum. Keep the distal 
end of your specu'um free of wax so as 
not to obstruct your view of the deeper 
structures and do not mistake necrotic or 
dessicated epithelium or the membranous 
deposits of otomycosis due to the asperge- 
lium for the tympanic membrane. After 
you have familiarized yourself with the 
normal glazed pearly pink appearance of 
the tympanum you will readily detect any 
pathological changes in the appearance of 
the drum. Circumscribed or diffuse infla- 
mations in the external auditory canal 
anterior to the drum must be differentiated 
from otitis media or inflamation in the 
midd'e ear back of the drum. Inflamations 
in the external auditory canal are usually 
due to a circumscribed area of infection 
which develops into a localized suppurating 
furuncle occluding the lumen of the canal 
and renders the cartilaginous frame work 
of the external ear extremely sensitive to 
slightest manipulations with the most pain- 
ful area just anteriod and proximal to the 
auditory canal. In acute otitis media the 
auditory canal is not occluded; as a rule 
the tympanum can be seen through the 
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speculum, provided the canal is free of 
wax; gentle manipulations of the external 
eer is not painful and if the inflamation 
has extended from the middle ear to the 
mastoid, the mastoid bone will be sensitive 
to pressure. Impacted wax should be re- 
moved by syringing with warm water; if 
not readily removed after repeatedly syring- 
ing, incline the head to the opposite side 
and fill the canal with peroxide for a few 
minutes; should this expedient fail, order 
a weak solution of sodium bicarbonate with 
equal parts of water and glycerine to in- 
still in ear for 24 hours, and then syringe 
again. Never use olive oil in the ears. 
Glycerine will be as equally effective with- 
out the objectionable features of the oil. 
Animated foreign bodies in the auditory 
canal can be killed in situ by glycerine, 
chloroform, fumes, tobacco smoke, and 
washed out with warm water. A bright 
light held near the ear will sometimes in- 
duce the insects to leave the canal of its 
own volition. Foreign bodies in the ears 
of unrully children should be removed 
under a general anesthetic and good il- 
lumination. A sudden movement of the 
head may be the means of pushing the 
foreign body through the drum membrane 
into the middle ear, destroying the hear- 
ing and requiring a mastoid operation for 
its subsequent removal. 


Called to treat a case of earache, what 
are we to do? First, determine whether it 
is really an otalgia and trying to ascertain 
the cause of the trouble will help us to 
determine the etiological factor. Pain pro- 
duced by dental caries or an unerupted 
wisdom tooth, temporo maz, arthritis, neu- 
ralgia with pain radiating to the ear has 
often wrongly been treated for earache. 
The absence of any pathology in the audi- 
tory canal, normal appearance of the drum, 
good hearing by air conduction will usually 
eliminate the ear as a pain producing 
factor. Second'y, having determined that 
it is really an earache, we must try to re- 
lieve the pain. Earache may be due to 
foreign bodies in the canal, trauma from 
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the attempts at their removal, furunculosis 
in the external auditory canal or true ear- 
ache, due to the pressure exerted upon the 
delicate nerve endings by the inflamation of 
the lining membrane within the middle 
ear, due to infections transmitted from the 
naso-pharynx through the eustachian canal. 


The eustachian canal forms a direct com- 
munication between the throat and middle 
ear and shows us the importance of cor- 
recting any patho'ogy which may exist in 
the naso-pharynx. In catarrhal otalgia, 
before pressure has been exerted upon the 
drum by the accumulated products of in- 
flamation in the middle ear, the instillation 
of warmed 5 to 10 per cent carbolglycerine 
into the external auditory canal, applica- 
tions of dry heat and proportionate doses 
of aspirin will usually relieve the pain. 
When these simple measures fail to give 
relief and there is more or less bulging of 
the drum the indications are to relieve the 
tension as soon as possible and paracentesis 
of drum is indicated. This, in many in- 
stances, gives immediate relief from the 
excruciating pain. If it were possible to 
surgically open every ear drum requiring 
it, instead of a'lowing the pent up secre- 
tions in the middle ear to tear the drum 
open by pressure, there would be far fewer 
cases of chronic otorrhea, mastoiditis and 
deafness. 


It is a well known surgical axiom that 
a clean incised wound heals more readily 
than an infected, lacerated one. A few 
whiffs of ethyl chloride in children, or the 
application of equal parts of cocain, men- 
thol and phenol to the sight of the incision, 
will practically eliminate all pain. The 
paracentisis knife should be a sharp pointed 
miniature bistoury; a dull pointed knife is 
unfit for use. With the aid of the ear 
speculum and good illumination, the canal 
having been aseptically cleansed, the incis- 
ion is made through the greater point of 
bulging usually in the postero-inferior 
quadrant of the drum from below upward 
midway between the handle of manubrium 
and posterior wall, being careful not to 
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injure the incus and stapes, just cutting 
through the membrane and not penetrating 
too deeply. The after care consists in keep- 
ing the ear as clean and dry as possible, 
frequently changing the cotton placed at 
the outer opening of the canal to catch the 
discharge. If, after 24 hours, the discharge 


- continues profuse, the external auditory 


canal can be gently douched with a mild, 
warm antiseptic solution as often as neces- 
sary. Attention to the naso-pharynx and 
depletion of the tissues surrounding the 
orifice of the eustachian tubes are impor- 
tant to encourage drainage and aeriation of 
the middle ear. Any suppurating ear with 
or without mastoid tenderness that does 
not respond to proper treatment in a reason- 
able time should be referred to an aural 
surgeon. The neglect of chronic suppura- 
tion of the middle ear may be regarded as 
a serious indictment of the intelligence of 
the physician as regards his comprehension 
of modern views on surgery of the ear, and 
may be the sole means of depriving an 
individual of the beneficial protection of 
life insurance. 


When the average general practitioner 
can as quickly and accurately diagnose 
acute middle ear and mastoid infection as 
he can infection of the abdomen, and when 
he urges surgical help as quickly in one as 
the other, we shall have fewer cases of 
chronic suppurative otitis with impaired 
hearing and probably fatal termination. 
To this end one of the duties of the 
specialist should be to advise the general 
physician and surgeon in every way that 
will render him more useful to the 
community. 

DISCUSSION. 

Dr. W. R. Buffington (New Orleans, La.): First 
aid to the injured as far as it applies to the eye 
is a very important thing in the conservation of 
vision. After the removal of foreign bodies im- 
bedded in the cornea or after abrasions of the 
cornea, do as the essayist has said, close the eye. 
This will keep the patient from infecting his own 
eye by using dirty hands or handkerchief. 


Some years ago, Dr. Post of St. Louis, experi- 
mented with rabbits. He abraded the corneae 
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purposely. He used various antiseptic solutions in 
the eyes at regular intervals. In the controls, he 
left the rabbits alone. The lesion in the corneae 
of rabbits in which he used solutions were from 
6 to 36 hours longer in healing than those in rab- 
bits which were allowed to go to one side and 
instinctively close their eyes. 


Lacerations involving the complete thickness of 
the lid and through the lid margin, should not 
only be carefully sutured but the palpebral open- 
ing should be temporarily closed by two or more 
mattress sutures through the lid margins of both 
upper and lower lids; otherwise, a notch or co- 
loboma will follow, due to action of the orbicularis. 
Suturing the lids together immobilizes, assuring 
perfect coaptation and healing. 


Infected ulcers of the pneumococcal group, as 
are often seen in people who handle shell fish in 
this section of the country, are a frequent cause 
cf impaired vision and loss of eyes. First aid in 
these cases is most important. Given an eye which 
shows an infected ulcer—at once cauterize (a sim- 
ple process), heat the end of a medium size probe 
in an alcohol flame; after 3 instillations of 4 per 
cent cocaine apply the heated probe to the ulcer; 
make, if necessary, two or three applications. This 
is a safe procedure and easily done. Unless contra- 
indicated, atropinize and then bandage. 


In purulent ophthalmia, in infants, children and 
adults, first aid is given to arrest the rapid prog- 
ress of this disease. First aid consists here of giv- 
ing milk injection, or some other non-specific pro- 
tein, and the frequent cleaning of the eyes by an 
intelligent person. Infants should be given 2 to 
8 cc.; children, 10 cc.; and adults 15 or more cc.; 
intra-muscularly. These doses can be repeated 
daily or less often, depending upon the systemic 
reaction resulting. Such treatment, given early, 
is almost a specific. Given a severe conjunctivitis, 
which clinically is suspiciously purulent, the above 
procedure is safe and eeffective. 


Dr. M. P. Boebinger (New Orleans, La.): I 
just want to go over a few points that Dr. Weiss 
has already brought out. We can hardly add any- 
thing at all to his paper. 


Nose Bleeding.—I would like to bring out a lit- 
tle point quickly. The doctor advises putting a 
pack in the nose. The family is up in the air by 
the time you get there, so one of the easiest things 
I know is to take your index finger and thumb and 
squeeze the tip of the nose tightly and hold it 
there and it will almost invariably stop it. 


Fractured Noses.—If you can see these cases 
early, when you can splint, bring back the frac- 
tured parts into place, or mold the nose back into 
shape either locally, without any anesthetic, or 


under anesthesia, I might suggest that you get a 
piece of lead—not too heavy—mold it to the shape 
of the nose as quickly as you can, then get some 
bees’ wax, heat it by means of hot water, place it 
over the fractured nose, after, of course, having 
gone through the procedure of cleaning the bleed- 
ing part, put an aseptic piece of gauze over the 
nose and place the wax within the metal. Then 
use adhesive strips to bind it down and hold in 
place. (Indicates sides of head behind ears). Bring 
slips well over the sides so that they will stay in 
place because every facial expression loosens it 
and you do not get the necessary tension that you 
would otherwise get by bringing the slips well over 
the sides. 


Diphtheria.—Very recently, it was a very sad 
and unfortunate thing for me to treat one of my 
most intimate friend’s children. We had two lit- 
tle kiddies that looked for all intents and purposes 
to be nasal, faucial, post-nasal, and finally, tra- 
cheal diphtheria. I made a slide, had it examined 
quickly and began using 20 thousand units of 
superconcentrated diphtheria serum. Every six 
hours I used 20 thousand more. After giving a 
hundred thousand units, then, and only then, was 
I able to save the lives of these children. I would 
caution you to be on the lookout for nasal, faucial 
and other infections. Get the slide immediately. 
Don’t waste time with silver nitrates and iodines 
and things of that sort. 


Very recently I had the very unhappy and sad 
experience of seeing the death of a case of Vin- 
cent’s angina. I made the diagnosis, suggested 
to the general practitioner that this man, who was 
16 years of age and a high school boy, be removed 
to the hospital and immediately use salvarsan. The 
case was held up, the patient died. 


Not over two or three weeks after, we were 
rewarded with two cases, an automobile mechanic 
and a young lady, and I did not fool time away 
but took them to the Baptist Hospital and we 
injected them with salvarsan and to my very great 
surprise that was all that was done. 


Mercurochrome.—We want to do something be- 
cause the baby has an earache and the first thing 
we do is to visit the druggist, who advises us to 
use a little mercurochrome. Let me seriously con- 
demn this. It has a tendency to mask symptoms 
and interfere with a correct diagnosis and finally 
when the specialist gets to see patient, he doesn’t 
know what he is dealing with. 


Wax.—yYou lose a great deal of time getting 
into the ear, digging around, trying to remove wax. 
One of the fastest and finest things is to use a 
big syringe. Don’t traumatize your drum, but 
just as soon as you are able, if you are in a posi- 
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tion, use a spray with compressed air back of it 
and you can work it out without any trouble, 
traumatism, loss of time, and practically with- 
out pain. 


Foreign Bodies.—Don’t manipulate too long on 
a foreign body. You traumatize, you irritate the 
child, you drive the foreign body further in and 
you may perforate the drum. Try first, a little 
simple method, a little injection of warm water. 
Wash it out, invariably, you can wash it out with- 
out any trouble. 


Dr. E. J. Petitjean (Opelousas, La.): I cer- 
tainly enjoyed the paper and also the discussions 
and I was in hopes the doctor would mention the 
cases that come to the general practitioner with 
inflamed eyes. Only recently I had two cases 
where the eye was completely lost by the general 
practitioner not recognizing the difference and 
differentiating between ciliary injection and con- 
junctivitis. It is a simple matter to recognize the 
difference. In irido cyclitis (ciliary injection) on 
opening the eyes, you see the redness fading as 
you go away from the cornea, an irritation of the 
cornea iris or ciliary body. If the redness is 
greater on the outer boarder and fades as it comes 
toward the cornea, then you have a conjunctivitis. 
I thank you. 


Dr. Weiss (closing): I wish to thank the gen- 
tlemen for their kind remarks and also wish to 
say that I cut my paper down about four times. 
The original paper would have taken about 30 
minutes. I only left the most essential things in 
it, the things that would appeal to the general 
practitioner. For the specialists we would have 


elaborated on all this that was brought out. 


As regards Dr. Buffington, I wish to thank him 
for stressing the point that he did because he 
helped to bring out the point that I made, a little 
more strongly. 


I had a little passage in my paper that I wanted 


to read, but I had to cut it when I found it would 
lengthen it, but it was very, very important, and it 
was this: I advocate the use of nitrate of silver 
in preference to the 10 or 20 per cent solution 
of argyrol in the eyes of the new born. The use 
of the argyrol may give the attending physician 
a feeling of safety that he had done his full duty 
toward that infant, but do not be deceived. I stress 
this point particularly because if the eyes are 
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infected with gonorrheal infection one instillation 
of argyrol will not suffice. The case might go 
to a serious termination and result in a law suit. 
Suppose that doctor is called on the witness stand, 
and the prosecuting attorney would ask him the 
question, “What is the treatment of the eyes of 
the new born?” He would state the treatment, 
“Instill a one per cent solution of silver nitrate 
into the eyes of the new born.” The prosecuting 
attorney, would immediately ask, “Doctor, did you 
do that?” The doctor would then say, “No,” and 
make himself liable for the damage. 


In regard to the use of milk, I think I was one 
of the pioneers in the use of milk along with 
Dr. Dimitry at the Charity Hospital some 15 or 
16 years ago, and we got very excellent results 
from it. I want to stress that point which Dr. 
Buffington brought out. 


In reply to Dr. Bobenger on nasal diphtheria, 
I advocate the use of the microscope method of 
diagnosis in all cases of diphtheria and only would 
I give antitoxin where the case is urgent and 
l:boratory diagnosis not available. In cases of 
Vincents angina I concede the use of salvarsan. 
It is a remedy of prime importance, but there are 
remedies which are equally as good and I concur 
in the efficiency of it. Any remedy used must 
topically depend for its efficiency upon the appli- 
cation of the remedy to the healthy tissue be- 
neath the necrotic areas in the throat and not to 


the diseased tissue, which covers the lesions. 


In regard to mercurochrome, the use of mercuro- 
chrome promiscusously is as equally condemned as 
the promiscuous use of iodine, due to its colora- 


tion. It colors the pathological area and masks 


it for future diagnosis. Mercurochrome some- 


times reminds me of a doctor friend of mine who 
said one day: “By Jove, everything that comes 
into your office is all stained with iodine, and we 
had just about got rid of that and here comes 
along mercurochrome. They dob it on the eye, 
ear, nose and throat and anywhere else.” 


In regard to Dr. Petitjean, I failed to bring out 
the point of distinction between bacterial infection 
and iritis out in my paper due to a lack of time, 
but the distinction between the bacterial infec- 
tions of the eye, and the redness or congestion of 
iritis is very important because the future useful- 
ness of the eye may be dependent upon the proper 
diagnosis. 
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CHORIOCARCINOMA (CHORIOEPI- 
THELIOMA) OF THE UTERUS.* 


H. VERNON SIMS, M. D., 


NEW ORLEANS. 


Choriocarcinoma of the uterus is the 
term used to designate a malignant tumor 
derived from the epithelial elements of 
placental tissue. The first cases were re- 
ported by Saenger in 1889, Pestal’oza in 
1891 and Marchand in 1895. 


ETIOLOGY. 

Chorionic tumors are always associated 
with the pregnant state and may follow 
hydatidiform mole, abortion, normal preg- 
nancy or even a tubal pregnancy. Though 
generally appearing within several months, 
or occasionally immediately following the 
abortion or mole from which it takes its 
origin, cases are recorded which did not 
appear for days, months, or even years 
later. 


The growth is extremely vascular, first 
appearing as a nodular excresence growing 
from the surface of the uterine canal. It 
shows a decided tendency to bleeding and 
necrosis. As a general rule metastases soon 
appear on the vaginal wall, in the pelvic 
structures, and spread rapidly by the blood 
stream to other parts of the body, particu- 
larly to the lungs, brain and kidneys. 
Ordinarily the disease, if not checked by 
surgical intervention, is very fatal causing 
death in a remarkably short while. How- 
ever, it is stated, that it occasionally 
abruptly ceases even after remote metas- 
tases have appeared. 


Teacher reports that only 4.7 per cent 
of cases appear with the first pregnancy 
and the incidence rapidly mounts until 
approximately 38 per cent occur in women 
who have borne five or more children. This 
is the result of the greater frequency of 
hydatidiform mole in the fourth decade. 
Teacher reported a series of 188 cases of 
chorionic tumors appearing as follows: 

*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 


After hydatidiform mole 36.6 per cent, 
after abortion 31 per cent, after labor 28 
per cent, and after tubal pregnancy 4.4 
per cent. 


J. Veith is of the belief that partial hyda- 
tidiform mole always precedes chorionic 
tumors, even though the mole is only dem- 
onstrable by the microscope. Emil Novak 
also calls attention to the fact that hydatidi- 
form mole is of much greater frequency 
than is commonly supposed. He considers 
it as a frequently overlooked cause of abor- 
tion and therefore points out that in view 
of the very common occurrence of hydatidi- 
form mole and the very rare appearance of 
true choriocarcinoma, the percentage of 
cases of mole followed by malignancy must 
be extremely small. He estimates it as a 
fraction of one per cent. However, the 
cases of early hydatidiform change which 
can be demonstrated only by the micro- 
scope are included in his estimate. 


In the review of the records of the 
Charity Hospital of Louisiana at New Or- 
leans I am able to find 16 probable cases of 
hydatidiform mole and only one definite 
case of choriocarcinoma. There are two or 
three other cases which may have been 
malignant chorionic tumors. This review 
covered the period from 1910 to 1929 in- 
clusive. 


In three thousand autopsies at Bellevue 
Hospital by Dr. Simmers only one chorio- 
carcinoma was discovered and that was in 
the year 1928. 


CLASSIFICATION OF CHORIONIC TUMORS. 


In Marchand’s second paper in 1898 he 
described a series of progressive changes 
in fetal chorionic epthelium as follows: 


1. The simple hydatidiform mole. 


2. The perforating or destructive hyda- 
tidiform mole, in which the mesoblastic 
fibrous core of the villus is retained. The 
epithelium is hypertrophic, and both ele- 
ments as a unit invade the vessels of the 
uterine wall. 
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3. The pure choriocarcinoma in which 
the fetal mesoblastic fibrous core of the vil- 
lus is lacking, the epithelial cells actively 
proliferate and invade the myometrium 
and its vessels. Marchand therefore showed 
that the choriocarcinoma develops from 


the epithelial cells surrounding the chori- 
onic villi, and is, therefore a true carci- 
noma. It is of fetal origin. 


Ewing’s classification of chorionic tum- 
ors is as follows: 


1. Hydatidiform mole. 


2. Choriodenoma destruens. 
ating Hydatid Mole). 


(Perfor- 


3. Choriocarcinoma. 
Novak uses the following classification: 


1. Chorioma benignum or hydatidiform 
mole. 


2. Chorioma malignum or chorioepithe- 


lioma. 


He considers that the tumors are either 
benign or malignant. 


PATHOLOGY. 


It is easier to understand the microscopic 
appearance of chorionic tumors if we re- 
view the histology of the chorionic villus. 
Two layers of epithelium cover the chori- 
onic villus, the outer is termed-the- “syney- 
tium” and the inner the “layer of Lang- 
hans.” The outer layer of “syncytium” is 
merely a fusing together of cells. It is 
really a continuous mass of dark staining 
protoplasm containing fairly regularly 
placed nuclei but without any definite cell 
boundaries. 


The inner layer of Langhans lies under 
the syncytial layer and is composed of a 
single column of large epithelial cells with 
clearly defined cell boundaries and weakly 
staining nuclei. These cells of Langhans 
layers are derived from the fetal ectoderm 
and as the outer layer of syncytium is de- 
rived from the inner layer of Langhans 
they are both fetal in origin. 
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A considerable proliferation of these two 
layers may take place and it may still be 
within physiologic bounds. In chorionic 
tumors the same overgrowth takes place 
without any change in the appearance of 
the syncytial or Langhans cells except that 
it progresses to a malignant state. 


Hitschmann and Cristofo!etti state “that 
all the characteristics of the tumor cells are 
to be found in the normally functioning 
chorionic villi. The enormous capacity for 
growth of the fetal cells, the destruction of 
maternal blood vesse's are apparent in 
both, except that in the physiologic tissue 
there is a local and time limitation.” 


OVARIAN CHANGES. 

The ovaries present changes in a large 
percentage of cases of hydatidiform moles 
and choriocarcinoma. They are generally 
greatly enlarged and markedly cystic. The 
cysts are genera!ly of the follicular, theca- 
interna, and lutein varieties, the latter pre- 
dominating. As emphasized by Schroeder, 
the hypertrophied chorionic cells stimulate 
the ripening of primordial follicles which 
proceed to lutein formation without folli- 
cular rupture. 


SYMPTOMS AND TREATMENT. 

B'eeding is the characteristic symptom 
of choriocarcinoma and if repeated uterine 
hemorrhages follow a mole, one’s suspicions 
should be aroused especia'ly if curetings- 
show overwhelming numbers of grouped 
syncytial and Langhan’s cells. The diag- 
nosis is difficult and the surgeon must take 
into account the clinical course of the 
disease and must rely on his surgical in- 
stinct in deciding whether or not to do an 
immediate radical operation. 


In the case of hydatidiform mole it would 
be well to apply radium after the removal 
of the mole, since embryonic tissue is 
especially susceptible to radium, and then 
wait for further bleeding. 


In the case of chorioadenoma destruens 
(perforating mole) or choriocarcinoma the 
treatment is total extirpation of both tubes, 
ovaries and uterus. 
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CASE REPORT. 

Mrs. B. J., colored, aged 17 years, was admitted 
to the Obstetrical Service Charity Hospital, New 
Orleans, La., January 24, 1930. A history could 
not be obtained as the patient was admitted in a 
stuperous, almost comatose, condition. She was 
quite toxic, with a systolic blood pressure of 188 
and diastolic of 130. She was bleeding moderately 
per vagina; cervix soft and spongy admitting two 
fingers into cervical canal. No presenting part pal- 
Blood drawn 
Dr. E. L. King’s modification 
of the Stroganoff treatment of eclampsia insti- 


tuted. 


pable. Patient having convulsions. 


for blood chemistry. 


In attempting to pack the cervix several 
pieces of tissue were removed which were emerg- 
ing from the cervical canal. The tissue appeared 
grossly to be hydatidiform mole. Frozen section 
of tissue was sent to pathologist who reported 


hydatidiform mole. 


Wassermann negative. Blood chemistry. Sugar 
160 mgs. per 100 c.c. of blood N. P. N. 41.3 mgs. 
per 100 c.c. of blood. 
of blood. 
blood. 


many pus cells. 


Urea 22 mgs. per 100 c.c. 
Creatinine 1-39 mgs. per 100 c.c. of 
Urine showed a trace of albumen and 


On the day of admission under sodium amytal 
anesthesia (8 grs. intravenously) a sponge forceps 
was used to remove a large amount of placental 
tissue having the appearance of hydatidiform 
mole. A four months fetus was also removed. 
The next day the patient was still under the influ- 
ence of the sodium amytal. 500 c.c. of glucose 
solution (10 per cent) was given intravenously. 
On the second day the blood pressure was 146-112. 
Another infusion of 10 per cent glucose was given. 
On the fourth day the blood pressure was 120/75. 
Patient feeling well, having no complaint, and de- 
serted before the final pathological report from the 
section was returned. 


The final report is as follows: Gross description; 
this specimen consists of sofe friable hemorrhagic 
tissue, comprised for the greater part by a loose 
birgous reticulum attached to which are found 
many grape-like cystic cavities filled with a clear 
serous fluid. 


Final corrected microscopic diagnosis: By Dr. 
Rigney D’Aunoy:—Choriocarcinoma. 


This patient was admitted to my gynecological 
service on February 17, 1930. Her complaint was 
continuous passage of clots. Since the patient 
left the hospital she had continued to bleed and 
pass clots. 


On February 21, 1930 I scheduled her for a 
laporotomy under ether anesthesia and will now 
quote my dictation of the operation: “This case 
was in the obstetrical service last month, at which 
time she aborted a four months fetus, had a hyda- 
tidiform mole and eclampsia. The pathologist re- 
turned a final diagnosis of choriocarcinoma. She 
returns to my service complaining of having bled 
almost continually since she left the hospital and 
for this reason I decided to do a radical operation. 
The ovaries were found much enlarged and appear- 
ed cystic, the tubes, round ligament, broad liga- 
ments and bladder did not appear involved. A 
complete hysterectomy was done, the vaginal wall 
which I left appeared perfectly healthy. The 
body of the uterus was soft, outlines larger than 
normal and felt boggy. The appendix showed 
signs of severe past inflammatory reaction and 
was removed. Operation—complete hysterectomy 
with a vaginal cuff, bi-lateral salpingo-oophorec- 
tomy with extensive removal of the broad liga- 
ments, and appendectomy. I could find no evidence 
of metastases. The abdominal wall was closed in 
layers following my routine technic. A strip of 
iodoform gauze was packed into the vagina from 
This pack 
to be removed in four days.” Both ovaries, both 
tubes and uterus with vaginal cuff attached were 
removed intact, as a single specimen. 


above before the vagina was closed. 


Patient had an uneventful recovery and was 
allowed to go home on the tenth day. I have 
seen her at intervals since and she is up and about, 
is gaining strength and shows no signs of metas- 
tasis. 


Pathological Report. By Dr. Rigney D’Aunoy. 


Gross description: This speciment consists of a 
uterus two ovaries, and two tubes and appendix. 
The uterus is enlarged measuring 11x6x5 cm. It 
is of rather soft boggy consistency and on section 
near one cornu is noted fungating tumor mass 
superficially infiltrating the thickened walls of 
the organ. The new growth is of soft friable, 
granular material varying in color from yellowish 
gray to deep hemorrhagic red. There are here and 
there small isolated spots of yellowish green 
necrotic appearance. Throughout the tumor are 
noted minute pin head sized cyst-like cavities con- 
taining a clear gelatinous fluid. The endometrium 
throughout is swollen, edematous and hemorrhagic. 
the ovaries are enlarged measuring respectively 
8x3%x2% em. and 4x2x3 cm. They are of semi- 
fluctuant consistency and on section throughecut 
the substance of the organ are noted many small 
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serous and hemorrhagic cysts. The tubes are of 


small diameter, tortuous, and measure 10x10% cm. 
On section the walls are fibrosed, the mucosa 
hyperplastic. 


Final corrected microscopic diagnosis: 

Choriocarcinoma. 

Cystic oophoritis. 

Chronic salpingitis. 

Chronic appendicitis. 

SUMMARY. 

1. Novak’s classification of chorionic 
tumors is the practical one. It is as fol- 
lows: (a) Chorioma benignum or hydatidi- 
form mole. (b) Choriomalignum or chorio- 
carcinoma. 


2. Radium is suggested after the re- 
moval of a mole, and then wait for further 
bleeding. Total extirpation of both tubes 
and ovaries and uterus is advised if the 
diagnosis be choriocarcinoma. 


3. An unusual and extremely rare case 
is reported. I am unable to find a parallel. 
The patient is barely 17 years old. She 
was admitted to the hospital with typical 
eclampsia at four months with a hydatidi- 
form mole. 


4. The pathologist reported choriocar- 
cinoma at the time the mole was removed. 
Three weeks later, after the patient re- 
turned to my service on account of bleeding, 
a radical operation proved the original 
pathological report to be correct. 


DISCUSSION. 

Dr. B. C. Garrett (Shreveport): I have en- 
joyed the doctor’s paper, and I wish to discuss it 
along the line of a case that I fortunately oper- 
ated last week. She is nineteen years old, Dr. 
Sims, and has been married about two years with 
a history of having one pregnancy. 
to the doctor and had a miscarriage. 
at the time. 


She went 
He curetted 
We did a hysterectomy under spinal 
anesthesia and removed the entire growth. We 
did not ream out the vaginal canal. 
what to do with what is left. 


I wonder 
This is the ninth 


day. She made an uneventful recovery so far 
as the operation is concerned and is in good shape. 
Her ovaries and uterus together would hardly get 
in an ordinary two-gallon zinc bucket. It was 
very, very much larger than this. The uterus is 
very much the same as yours, but much larger. 
She said that at the time of curettment blood 
flowed profusely. Previous to the time she went 
to the physician, she though she had a miscarri- 
age. After she was curetted she became larger 
very rapidly. Two weeks after the curettement 
we did the hysterectomy. 


I recall a case I had about two years ago from 
Leesville. I was mistaken on my diagnosis at the 
She came up and I curetted her. She went 
back home and the same thing happened to her 


that happened to this one. 


time. 


Fortunately, she came 
back and I did a hysterectomy. So far, if she 
has had any trouble, I have not heard of it. 


They are very interesting cases, and I think the 
type we ordinarily overlook. I don’t give myself 
credit for the diagnosis in the last one. The doctor 
was kind enough to send his laboratory report 
along with the lady, and of course I operated 
more or less on the history and his diagnosis. I 
have not gotten the laboratory report on the speci- 
men yet, so I am unable to discuss it from this 
angle. 


I enjoyed your paper and I think you covered 
it very nicely. 


Dr. H. Vernon Sims (closing): I haven’t any- 
thing further to add, except to ask Dr. Garrett 
where the growth, in this case he was talking 


about, was located. 


Dr. Garrett: In the uterus. 


Dr. Sims: Was the cervix involved? 


Dr. Garrett: It was in the body of the uterus 
near the left side, but the whole uterus was the 
size of two fists. The inner side of it looked like 
the scum off the lake, and it turned green. 


Dr. Sims: I would be tempted to put some 
radium in the cervix. 


Dr. Garrett: I reamed the cervix out but I 
didn’t enucleate it. 
Dr. Sims: I would be tempied to put fifty milli- 


grams of radium in for twenty-four hours. That 
is all I have to say. 
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AUTOTRANSFUSION.* 
REPORT OF THREE CASES. 
LOUIS LEVY, M. D.,t 
New ORLEANS. 


The value of transfusion has long been 
recognized and, to see moribund cases re- 
stored to fighting limits encourages the 
surgeon to give patients the benefit of this 
measure. 


Transfusion in itself, from donor to re- 
cipient, is a very simple proceedure and 
should be used when transfusion is neces- 


sary and the lost blood of the patient can- 
not be gathered for use. 


My attention was first called to auto- 
transfusion by a paper written in the 
Southern Gynecological and Obstetrical 
Journal, by Doctor Lucius E. Burch of 
Nashville, Tennessee, who had used this 
proceedure in three cases. Valuable sug- 
gestions and additions are given by Doctor 
Lyon Appleby in his paper on autotrans- 
fusion in the Canadian Medical Associa- 
tion Journal. 


I also find that according to Doctor 
Burch’s paper, autotransfusion was first 
used by J. Thies of Germany, in 1914. 
Since that time 164 cases have been re- 
ported in European literature. In these 
cases there were fourteen deaths; one from 
technical error, one from hemoglobinuria 
and twelve from postoperative complica- 
tions or concurrent injuries. The type of 
case most frequently mentioned in its use 
is ectopic pregnancy. Also, in rupture of 
the spleen or liver and in hemothorax. 
Professor Burch reports one case of auto- 
transfusion following splenectomy, with 
excellent results. 


The advantages of autotransfusion are 
these: the blood is at hard, the blood is 
compatible in all cases, reactions seldom 





*Read before the Louisiana State Medical So- 
ciety, Shreveport, April 29, May 1, 1930. 
+From the Surgical Staff, Hotel Dieu. 
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occur and the stimulating effect is im- 
mediate. 


I have followed the progress of the 
operation of transfusion from the Crile 
method to the citrated blood method of 
Unger. The use of the patients own blood 
is the easiest, simplest and therefore quick- 
est and most effective method of trans- 
fusion. 


Too much stress cannot be placed on a 
diagnosis of hemorrhage in a part where 
blood can be collected and preparation 
made for the use of that blood. When the 
free blood begins to gush from your inci- 
sion, while it can be collected, it is too late 
to think of autotransfusion. 


An easy method of identifying blood in 
the peritoneal cavity before the opening 
of the cavity, is the bluish color of the 
peritoneum. While this time of identifica- 
tion is late, it is much better than not 
recognizing it until the blood begins to 
flow and much of the valuable fluid is lost. 


When the diagnosis is made of blood in 
an accessible cavity, orders are given to 
have a solution of sodium citrate ready, 
and packs placed in the solution. These 
packs are wrung nearly dry and sponging 
done with them. They are then wrung 
out in a receptacle in which the blood is 
to be gathered. The citrated blood is then 
filtered through layers of about four thick- 
nesses of gauze and administered as in an 
ordinary intravenous infusion allowing 
normal saline solution to run in first to be 
sure that the apparatus is working and 
the vein is receiving the fluid. 


In my practice at Hotel Dieu I have had 
three cases of autotransfusion with such 
uniformly good results that I feel that 
emphasis should be placed on this life 
saving procedure. The reactions follow- 
ing autotransfusions are: pulse volume in- 
creases, pulse becomes slower, lips and 
nails become pink, cold sweat ceases and 
the “give up” look disappears. The bleed- 
ing must be controlled to make the chances 
for recovery more certain. 
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CASE REPORTS. 


Case 1. J. M., July 23, 1924. A case of ap- 
pendicitis in which great difficulty was encount- 
ered in removing a string like retrocecal and bound 
down appendix. On account of raw surfaces that 
I was unable to cover, drain was used. Althougn 
dry at time of closure, six hours after operation, 
blood was noticed exuding at drainage site. The 
patient was greatly shocked. The patient was 
rushed to the operating room and while prepara- 
tion was made for re-opening of the abddmen 
orders were given for autotransfusion. The in- 
cision was opened and blood welled up from the 
cavity. The blood was gathered up by the method 
described and citrated blood introduced into the 
median basilic vein. This autotransfusion was 
done by Doctor J. E. Isaacson while I sutured 
bleeding points, thereby stopping the hemorrhage. 
The patient made a rapid and uneventful recovery. 


Case 2. Mrs. W. H. E., April 26, 1927. The 
diagnosis of ruptured ectopic pregnancy was made. 
She was rushed to the Hotel Dieu and preparation 
made for a laparotomy and autotransfusion. This 
patient was in collapse, and by autotransfusion 
was restored to a case that made an uneventful 
recovery. 


Case 3. Mrs. W. C., October 17, 1925. A diag- 
nosis of ruptured ectopic was made and the patient 
sent to the operating room with orders for laparot- 
omy and autotransfusion. The same procedure 
was followed as in the two preceding cases and 
the same result obtained. 


I am sure that if any length of time 
had been spent in any one of these three 
cases that it probably would have meant 
a fatility. 

CONCLUSIONS. 

Whenever a diagnosis is made of blood 
in an accessible cavity, this blood should 
be used in preference to the blood of a 
donor. 


A patients own blood is compatible and 
does not give reaction. 


The procedure is safe and embolism 
need not be feared. 


The results are better than in transfu- 
sion. 
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DISCUSSIONS. 


Dr. Edmond Souchon (New Orleans, La.): I 
wish to thank Dr. Levy for the privilege of hear- 
ing a paper that aside from the ordinary interest 
that arises from the approach of “something dif- 
ferent,’”—is a paper that may mean much to the 
surgeon in the future. 


In a simple and understanding way, Dr. Levy 
has presented his paper on the handling of a most 
courageous and daring bit of technic. It opens a 
new field, one that has scarcely been touched here 
in America, or in the world for that matter. 


Reviewing the literature, it is interesting to note 
that back to the times of the Egyptians there is 
record of blood transfusion, that is from donor to 
recipient, while the re-injection of the ratient’s 
own blood is of an exceedingly late date in its 
practice. 


In 1874, in the London Lancet, an article ap- 
pears, by William Highmore F.R.C.S. then Senior 
Surgeon to the Yeatman Hospital in Sherborne, 
suggesting that blood he re-injected after hemor- 
rhage and saying that he had lost an obstetric 
case by hemorrhage, and that in a similar case he 
would collect the hemorrhagic blood of the woman 
ar* “after it was defibrinated and warmed to the 
proper temperature by a clinical thermometer over 
a hot water bath—he would inject it with a Hig- 
ginson syringe and transfusion pipe.” The prac- 
tical application of this suggestion must have 
taken place not long after, for in the Edinburg 
Medical Journal in 1885, A. G. Miller also F.R.C.S. 
and surgeon to the Royal Infirmary reports an 
operative case of amputation at the hip-joint in 
which collection of the blood and re-injection was 
performed — with rapid convalescence and re- 
covery. 


Again in 1865 two other articles, by Dr. Dun- 
can in the British Medical Journals relating to 
the efficacy of autotransfusion appeared. The 
method was used routinely on all major amputa- 
tions with favorable results. 


In spite of these favorable results obtained and 
reported, in the literature and in spite of its origin 
in England, the re-infusion of blood seems not to 
have been widely practiced in England, as prac- 
tically no references to it occur later. 


The more recent use of a patient’s own blood, 
as Dr. Levy has mentioned, for the re-injection 
purpose appears in 1914 when Johannes Thies of 
Leipzig had a series of 3 patients each one of 
whom had suffered severe abdominal hemorrhage, 
following ruptured ectopic pregnancy. 


At this point it is interesting to note that al- 
though the original suggestion of the first auto- 
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transfusion was made in England, its application 
now switches to Germany, where we have a series 
of 164 reported, and probably many more un- 


reported cases. 


It is also interesting to note that the early prac- 
tice of autotransfusion was limited to cases where 
the hemorrhage occured external'y, that is, from 
the amputation of a limb or from the uterus or 
cervix in an obstetrical case. 


In 1914 the first record of using the blood of an 
intra-abdominal hemorrhage appears. As Dr. Levy 
has told you ectopic pregnancy is the most com- 
mon condition wherein autotransfusion is em- 
ployed, for these reasons: 


First, diagnosis in such a case is usually classi- 
cal. 


Second, the amount of blood that can be re- 
trieved is usually a large quantity. 


Third, we know the blood in this condition to 
be uncontaminated. 


Rupture of the spleen, liver or hemothorax, or 
any condition where there is hemorrhage into a 
cavity, and diagnosis leads us to believe that the 
blood is still sterile, are other conditions that seem 
to dominate the literature on this subject. 


Several surgeons go even further than this. Lil- 
lian K. P. Farrar, F.A.C.S. of the Woman’s Hos- 
pital in New York is such an advocate of auto- 
transfusion, as to have a specially trained staff 
present at all laparotomies where fibroid and 
uterine myomata were suspected, and the entire 
blood that was shed during the hysterectomy col- 
lected by means of a specially constructed cup or 
ladle in the pelvis using a suction apparatus to 
carry off the hemorrhagic blood preparatory to its 
collection, defibrination, citration and finally re- 
injection. She advocated the suction rather than 
collection by the sponge packs which has been de- 
scribed by Dr. Levy in his technic, because she 
believes that squeezing or wringing out of the 
sponges injures the red blood cells. 


At this point, I would like to bring up an objec- 
tion to the autotransfusion method as described by 
Drs. Levy and Farrar: sodium citrate is used in 
both instances—the citrate both damages the blood 
cells and completely destroys the complement. It 
“fixes’’ the blood platelets so that they are in- 
capable of puncture. Frequently the citrate seri- 
ously affects the patient and violet reaction sets 
in. (I am quoting the observations made by Dr. 
F. M. Johns of New Orleans in the discussion of 
a paper by Dr. Chaillé Jamison on transfusion 
which was read before the Orleans Parish Medical 
Society in October). 





LEvY—Autotransfusion 


Here I am going to stray a bit from the surgi- 
cal aspect of autotransfusion, and mention that, 
while the term “autotransfusion” has not been 
applied to these methods, they are definitely auto- 
transfusions. 


Drs. Frederich Irving and Joseph Taylor of the 
Harvard Medical School and Boston Lying In Hos- 
pital presented a very interesting paper in 1928 
before the Brooklyn Gynecological Society: Act- 
ing upon the theory that eclampsia results from 
a toxin which is carried in the circulatory blood, 
they removed a considerable amount of blood— 
sometimes a litre or more. This blood is then 
centrifuged for 20 minutes in order to separate 
the corpuscles from the plasma, and the plasma 
sucked off by a sterile glass syphon. The corpuscles 
are then washed clean of the plasma that may 
remain, and then are diéused into a sterile saline 
solution equal to the amount of plasma removed. 
This solution is infused into a vein of the patient 
—the theory being, that the vital process of the 
blood has not been impaired, while (assuming that 
one fifth cf the circulatory blood has been thus 
treated) 20 per cent of the toxin in the circulat- 
ing blood had been removed. 


Another phase of autotransfusion has ' een prac- 
ticed in New Orleans by several men. 


From 50 to 100 c. c. of blood are removed from 
the patient and allowed to stand from one half 
to one hour. This blood is then re-injected into 
the patient. 


The theory of an autogenous protein reaction 
is the assumption upon which this method is em- 
ployed, but, it has been found that the use of 
sterile milk (and several other proteins) answers 
practically the same purpose. 


The efficacy of this method has not been proven 
and its use is not widespread. 


One cannot handle the subject of autotrans- 
fusion without mentioning transfusion itself. The 
amount of work that has been done on this subject 
is enormous—and has brought transfusion to be a 
simple, easy procedure—instead of a final heroic 
gesture that was done when the patient was about 
moribund. 


The simplicity of the Jubé instrument is such 
that 500 c. c. of whole blood can be given in 5 
or 6 minutes, without danger of embolus or 
thrombus. No saline or citrate is employed, and 
the patient gets the benefit of the greatest amount 
of whole blood in the least time, without danger 
of reaction from chemical agencies and without 
impairment of the blood which is given. 


In closing, let me leave one thought: when the 
question arises in your mind—‘“‘does the patient 
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need a transfusion?”’—that is the time to trans- 
fuse. 


Dr. J. A. Danna (New Orleans La.): I was 
very anxious to hear Dr. Levy’s paper, and I am 
sorry I got here too late to hear all of it. I haven’t 
had any experience personally with autotrans- 
fusion. When we come to consider the difficul- 
ties of finding a donor and the difficulties of 
determining ahead of time with any degree of 
certainty that a particular donor’s blood is not 
going to give a reaction, it makes us appreciate 
that much more any method which avoids un- 
favorable possibilities, such as autotransfusion. 


I am going to watch Dr. Levy hereafter and 
see some of this work because, as he says, there 
are conditions in which the procedure is very 
feasible and in which it will do a great deal of 
good and save a great many lives. 


Dr. H. V. Sims (New Orleans, La.): I merely 
want to add my recommendation to this method of 
autotransfusion. I believe it should be used in 
every case where there is fresh blood in the peri- 
toneal cavity. 


My experience has been limited to two cases of 
ruptured ectopic. My first case happened the 
morning after I read Haggard’s article in the 
American Journal of Obstetrics and Gynecology 
in 1924, I think. We used it that morning merely 
by mopping the blood out and transferring it to 
a sterile vessel and then citrating it with a two 
per cent sodium citrate solution, using 10 ¢. c. 
of the 2 per cent sodium citrate solution to each 
50 c. c. of blood. 


The next case I had was also ruptured ectopic. 
I think autotransfusion should be used in every 
case where there is fresh blood in the peritoneal 
cavity, not only in ruptured ectopics but in gun- 
shot wounds where the mesentery has been in- 
jured, or stab wounds wherever there is fresh 
blood, and where the peritoneal cavity is uncon- 
taminated and free from infection. 


Dr. Louis Levy (closing): The stress that 
should be placed on autotransfusion is in the 
technic that has just been mentioned. Wherever 
you can get aseptic blood use it. 


I want to say that I appreciate Dr. Souchon’s 
thorough research in compiling his discussion, be- 
cause he taught me that there are other people 
who have been doing this besides the ones I men- 
tioned even. 


I think these are the only three cases that have 
been recorded in New Orleans since autotrans- 
fusion has been done. I was glad to know that Dr. 
Sims and others had done autotransfusion. 
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I want to say, too, that autotransfusion is abso- 
lutely a life saving procedure. You can’t suck 
that blood with the syringes as you would do in 
the direct method. You have to use citrated blood 
in autotransfusion. If I may divert from the 
subject, I have never seen a failure where citrated 
blood has been used, but I have seen failures, one 
recently, where the French instrument Dr. Sou- 
chon has mentioned was used. 


It is all right when you get well distended veins, 
to do transfusion direct from the donor to the 
recipient, fill so many syringes and empty them, 
when you measure accurately and give good, fresh 
blood. If he continues that method long enough 
he will have some failures, and failures which need 
blood most. For instances, in cases of pernicious 
anemia where you get patients that you can bring 
to the operating room but where you have to 
take blood from the donor and bring it to the 
bedside of the reccipient, it is a different story. 


I want to emphasize again that where a per- 
son’s time is to be figured, I think the citrated 
blood is far superior to any other method on 
account of its simplicity. 





SOME MEDICAL ASPECTS OF 
ABDOMINAL PAIN.* 


J. HOLMES SMITH, JR., M. D.+ 
NEW ORLEANS. 


When selecting the subject of abdominal 
pain, for presentation before this gather- 
ing, it was done with many misgivings. 
The importance of the subject, whether or 
not it may spell trouble, and the many 
pitfalls in its interpretation cause us many 
uneasy moments. Lack of time and space 
and the vast scope of the subject preclude 
any attempt to cover it in its entirety or 
to enter into great detail. Therefore, it 
has occurred to me that a brief considera- 
tion of some of the commoner, yet none 
the less important, conditions which might 
lead us into errors of diagnosis, might be 
attempted. 


Each year, I become more and more im- 
pressed with the fact that symptoms or 
trains of symptoms, formerly considered 
indicative of some definite disease, may 





*Read before the South Alabama Clinical 
Society, Brewton, Ala., Oct. 17, 1930. 
+From the Charity Hospital, New Orleans. 
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ultimately lead to some far distant condi- 
Such conditions as peptic ulcer, 
gall bladder disease, and appendicitis, will 


tion. 


be discussed only indirectly so that this 
paper is to be, rather, a resumé of some of 
these things which frequently imitate the 
above mentioned, yet are themselves, very 
often, just as important. In our clinic, the 
frequency with which symptoms sugges- 
tive of ulcer, gall bladder, or comparable 
disorders, resolve themselves into other 
conditions, has become very noticeable. So 
my remarks will be confined to the more 
common of those conditions which daily 
confuse us in the interpretation of ab- 
dominal pain. As a cause of such confu- 
sion, diseases of the thoracic organs are 
frequently encountered and are most im- 
portant. We are al! aware that pain is 
frequently referred from one organ to 
another, yet when presented with a given 
case, our vision is frequently holden and 
we fail to see that which is frequently 
obvious. 


The importance of thoracic disease, 
especially of the heart and great vessels, 
as a cause of abdominal pain, particularly 
in the upper abdomen, cannot be over 
emphaasized. Cabot, in summarzing the 
cause of indigestion in some fifteen thou- 
sand cases, found it due to heart disease 
in nearly two thousand or approximately 
fifteen per cent. Abdominal pain, due to 
cardio-vascular disease; is generally located 
in the upper abdomen, usually the epigas- 
trium. It may vary from a mild ache in 
the region of the gall bladder to most vio- 
lent seizures involving the whole upper 
abdomen. Due to a beginning failure of 
the myocardium there may be portal stasis 
with stretching of Glissons capsule and 
consequent tenderness along the costal 
margin, together with digestive disturb- 
ances incident to stasis in the gastric veins. 
A condition easily mistaken for cholecys- 
titis, especially if a slight icterus be pres- 
ent. Sometimes the pain may be accom- 
panied by nausea, vomiting and hematem- 
isis from ruptured veins, suggesting a pos- 
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sib'e ulcer or the onset may be stormy with 
terrific upper abdominal pain and all of 
the appearances of a ruptured peptic ulcer 
or possibly an acute pancreatitis. The 
cardio-vascular pathology may vary from a 
beginning myocardial degeneration to cor- 
onary disease or coronary thrombosis. 
There may be present an aortitis, a dilated 
aorta or an aneurysm. The literature con- 
tains numerous instances of abdominal 
operations being performed under such mis- 
taken diagnosis, only to learn later that the 
condition was rea'ly an aneurysm, or cor- 
onary thrombosis. An abdominal type of 
angina is frequently encountered. Harlow 
Brooks,! some years ago, commented upon 
the frequency with which patients dying of 
cardio vascular disease, had been diagnosed 
prior to death as “acute indigestion.” We 
might safely say that the individual dying 
of “acute indigestion” dies a cardiac death. 


During the course of one week, several 
years ago, in my clinic at the Charity Hos- 
pital, three patients presented themselves, 
in whom the major complaint was pain in 
the upper abdomen. In all three the final 
diagnosis was aneurysm of the aorta. While 
our present consideration is abdominal pain 
of thoracic origin it is probably not amiss 
to remark that it is a poor rule that does 
not work both ways. Not infrequently, 
abdominal disease, such as peptic ulcer, or 
cholecystitis, are productive of pain in-the 
thorax which may even be so severe as 
to suggest an angina pectoris. 


The obvious question at this time, it 
seems to me, should be, “why so much 
stress about conditions which should be 
self evident.” The trouble is that recog- 
nition of cardio-vascular disease is not 
always easy even with so-called instru- 
ments of precision. Frequently, quite 
advanced disease may be present without 
production of symptoms and their elucida- 
tion may require very careful and pains- 
taking study. If any one symptom, more 
than another, is to be considered a guide 
to cardiac incompetence, I believe that it 
is probably dyspnea. 
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While, from the standpoint of abdominal 
pain, diseases of the heart and great vessels 
are perhaps the most important of the 
thoracic conditions, we must not overlook 
the lungs and pleura, particular’y the acute 
lesions. In such conditions the referred 
pain has a wider range. In one case it may 
suggest gall bladder pathology and in the 
next an acute appendicitis. It is not rare 
that the pain of a beginning pneumonia is 
first localized in the right lower abdominal 
quadrant with possibly an emergency oper- 
ation being performed. It is like'y that a 
large number of the cases of post operative 
pneumonia, following appendectomy, are, 
in reality, pneumonia from the beginning. 


Pulmorary infarct and other conditions 
involving the lungs and mediastinum may 
cause upper abdominal pain but not with 
the frequency of those mentioned. While 
digestive disturbances ase common in pul- 
monary tuberculosis and may even be the 
first clinical evidence of same, pain is not 
the rule. Conditions involving the thoracic 
nerves, such as arthritis of the thoracic 
vertebra may at times give rise to an an- 
noying pain and the true condition is fre- 
quently overlooked. Within the abdominal 
cavity, two organs, in my experience give 
most difficulty in diagnosis. They are the 
kidney and the colon. 


The kidney is situated in close relation 


to practically all of the upper abdominal, 


viscera and the great nerve plexuses and 
its location is an ideal one from which 
impulses may be referred most anywhere. 
The renal lesion may be a pyelitis, calculus 
or diseased ureter and the symptoms may 
vary from a mild pain, anywhere in the 
abdomen, to those suggestive of appendi- 
citis or even a typical peptic ulcer syn- 
drome. When diagnosing acute appendi- 
citis, the possibility of a pyelitis being the 
causative factor must never be forgotten. 
One patient observed by me, gave a 
typical history of duodenal ulcer and 
this seemed to be borne out by the 
radiological examination. She was treated 
for the supposed ulcer and then disappear- 
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ed. Three years later, this patient return- 
ed with the same type of symptoms, which 
had persisted more or less constantly since 
her previous visit. This time, however, a 
large calculus was found in the left kidney. 
Removal of the calculus cured the ulcer. 
Again, we may have difficulty in the dif- 
ferentiation of ga'l bladder pathology. 
Sometimes there will be pain along the 
right costal margin with other symptoms 
suggesting cholecystitis, yet in the final 
analysis a pyelitis, calculus or ureteral kink 
be found. 


Regarding the colon, volumes could be 
written. I do not believe its importance 
as a cause of abdominal symptoms is gen- 
erally recognized. Its position in the 
abdomen is such that it may present symp- 
toms in any region. They may suggest 
disease of the appendix, ulcer, gall bladder, 
kidney or what not. The colonic lesions 
may vary from a simple colitis or spastic 
colon to an ulcerative colitis or even a 
malignancy. Perhaps the commonest con- 
dition is a spastic colon, but we frequently 
find varying degrees of ulcerative colitis 
and infection with Endameba histolytica is 
fair'y common. Treatment of colonic disease 
very frequently relieves conditions which 
were believed due to other pathologic 
lesions. 


One other condition, I believe, bears 
mention, because it so intimately affects all 
of us and its importance is gradually be- 
coming apparent. The condition is food 
allergy. Our general reaction to this term 
brings to mind urticaria and asthma. It is 
not sufficiently understood that there is 
quite a variety of conditions produced by 
sensitiveness to various foods, many of 
which are accompanied by abdominal pain. 
The pain in the abdomen at times occurs 
in the form of acute seizures and may even 
suggest appendicitis. I have seen several 
cases in whom the appendix was removed 
under such a mistaken diagnosis. One may 
be sensitive to any character of food, but 
the ones which appear generally to give 
the most trouble are eggs, milk and cereals. 











CASE REPORTS AND CLINICAL SUGGESTIONS 


A SIMPLE RETENTION SPLINT FOR 
CLUB FOOT IN INFANTS. 
LESLIE V. RUSH, M. D., 

AND 
H. LOWRY RUSH, M. D., 

MERIDIAN, MIss. 

In the very young child club foot is usu- 
ally treated quite aptly by manipulation 
without an anaesthetic, with gradual cor- 
rection and the applications of successive 
casts. To obtain the most rapid correction 
the plasters should be changed every 3 to 5 
days for the first few weeks of treatment. 
It has been our experience that a circular 
cast is often applied with the greatest diffi- 
culty to the wiggling child. 

It is most essential that the cast fit the 
foot and leg snugly. The tight or binding 
circular cast is a dangerous appliance. The 
loose cast does not retain the foot in the 
corrected position and unless the cast is ap- 
plied well upon the thigh with the knee 
flexed some infants would kick it off as if it 
were a slipper. 

During the first few weeks of treatment 
the molded plaster splint may be used in- 
stead of the circular cast to retain the foot 
in the corrected position. It is applied 
more quickly and more easily than the cast. 
In the hands of the novice it can be applied 
more snugly. When properly applied with 
the foot in good position, it cannot be kicked 
off by the baby, and does not cause pressure 
on the dorsum of the foot. It cannot be 
removed rapidly and without cutting. 

METHOD 

With the knee flexed the foot is manipu- 

lated and held in the position of correction 

















Fig. 1. Before application of retention splint. 





Fig. 2. Retention splint applied. 


(eversion and slight dorsiflexion). One 
thickness of sheet wadding is applied to the 
foot and leg. A plaster of paris splint is 
then prepared, eight to ten thicknesses of 
the bandage, sixteen to twenty inches in 
length, and one and one-half to two and one- 
half inches in width. Just as the plaster 
is beginning to stiffen slightly it is applied 
to the foot and leg. Beginning over the 
dorsum of the foot the splint is carried over 
the great toe, then across the plantar sur- 
face of the foot and around in a spiral 
fashion over the dorsum of the foot so that 
it partially overlaps the first portion of the 
splint. It is then carried medially and up- 
ward, passing anterior to the ankle joint, 
then to the inner side of the leg, and around 
the back side and upward spirally to a point 
just below the knee, The splint is held in 
place by an assistant and carefully molded 
to the foot and leg by the surgeon who ap- 
plies a gauze bandage over the plaster. The 
surgeon holds the foot and leg in the posi- 
tion of correction, or over-correction, and 
molds the plaster snugly to the limb until 
it has firmly set. 

Should it be necessary to carry the cast 
up the thigh with the knee in the position 
of flexion, the knee and thigh are padded 
with sheet wadding and a circular cast ap- 
plied over the splint just below the knee 
and carried upward as far as desired. 
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THE MISSISSIPPI STATE MEDICAL 
ASSOCIATION OFFICERS. 


The New Orleans Medical and Surgical 
Journal greets the new President of the 
Mississippi State Medical Association. Dr. 
John C. Culley is a surgeon of ability, a 
physician of distinction, and a gentleman 
of charming personality. It is our earnest 
wish that his term of office will be as fruit- 
ful of results and as happy a year as the one 
of his predecessor Dr. Howard. We offer 
our warm congratulations to Dr. James M. 
Acker, Jr. of Aberdeen, who becomes Pres- 
ident-Elect of the organization. One of 


893 


the younger practitioners of medicine in 
the State of Mississippi, he has been a real 
force in the state organization for some 
years, and is well known to the profession 
throughout the State. 


Most of the Councilors have retained 
office. In the Fourth District Dr. Thomas 
J. Brown takes office for the first time; in 
the Fifth District Dr. Willie H. Watson; 
and in the Seventh District Dr. Joseph E. 
Green. We hope for these officers, as well 
as for the others that have been elected, that 
they will have pleasure and enjoyment in 
their contacts with the splendid medical 
profession of Mississippi. 





THE BURDEN OF SYPHILIS AND 
GONORRHEA IN NEW ORLEANS. 
Under this caption there was presented 

to the members of the Orleans Parish Medi- 
cal Society a partial report of the study 
made by the American Social Hygiene 
Association, through cooperation of the 
United States Public Health Service and 
through certain local agencies. Dr. Clark 
reported that in the City of New Orleans 
there was found to be under treatment on a 
given day 4,820 cases of syphilis and gonor- 
rhea, or a rate of 12.45 per thousand, a 
venereal disease rate higher than that of 
most cities in the country. The incidence 
of syphilis was 6.9 per thousand and for 
gonorrhea was 5.5. The rate for the white 
patients throughout the country is 7.9 per 
thousand; in New Orleans it was 9.9. For 
the negroes throughout the country the rate 
is 11.0 per thousand; in New Orleans it 
was 19.7 per thousand. These figures are 
high, but they are not as high as those 
obtained in a few other cities with a large 
negro population. 


It is interesting to speculate upon how 
this very great incidence of venereal disease 
in New Orleans affects the individual 
physician as a tax-payer and a doctor of 
medicine. More definite information may 
be obtained by scanning the report care- 
fully. It is found that 86 per cent of the 
colored syphilitic patients are treated at 
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the public expense, 63 of the colored gonor- 
rhea patients, and 36 per cent of the white 
syphilitic patients. This is a tremendous 
drain upon the charitable resources of any 
community and a tremendous drain as well 
upon the physicians of the community who 
have to treat this large number of patients 
for nothing. The cost of proper treatment 
of the syphilitic patient is estimated at a 
minimum figure of $100.00. The cost of 
these free treatments is really enormous. 
Were it not that doctors’ services were given 
gratis the expense to the state would be 
infinitely greater than it is now. Another 
factor which adds to the cost of treatment 
of syphilis includes the expenses of doing 
the Wassermann reaction. In the Charity 
Hospital alone 125,000 Wassermann tests 
have been done in the course of the last five 
years at an approximate cost rate of forty 
cents a piece. Charity Hospital last year 
gave over 11,000 doses of arsphenamine. 
In the Charity Hospital there were treated 
venereal disease patients who remained in 
the hospital a total of over 33,735 days at a 
cost of $1.51 per day. Just figure out the ex- 
renses of this disease to tax payers of the 
State; figure how much time is given for 
nothing by the physicians in the care of 
these patients. Consider these facts and 
these data and let them impress you with 
the crying need of controlling the terrific 
economic loss occasioned by this specific 
venereal disease. Other factors, which add 
to economic loss, as the increased incidence 
of sickness and the number of deaths that 
occur as a result of the last manifestations 
of syphilis, help to indicate what a terrible 
scourge this disease is. Every year in New 
Orleans there are to be expected 18,000 or 
more cases of venereal disease. New Orleans 
represents a little over one-fifth of th popu- 
lation of the State as a whole. Multiply 
these figures by five and we have the 
approximate incidence of venereal diseases 
throughout the State, syphilis alone far sur- 
passes the incidence of any other reportable 
disease or as a matter of fact any other 
disease, and yet consider how little is be- 





Editorials 


ing done in the way of education, public 
health measures, or adequate treatment 
with careful follow-up to control this 
frightful malady. 





ROBERT CLYDE LYNCH, M. D. 


The tragic death of Dr. Lynch has taken 
from New Orleans one of her really great 
physicians, a man whose name and fame 
was known throughout the United States, 
and whose reputation was unequalled by 
few and probably unsurpassed by any 
otolaryngologist now in this country. Dr. 
Lynch died at the very height of his fame 
and in the prime of life. An expectancy of 
many more years of service lay before him, 
but through one of the ironical happenings 
of fate this great man and _ splendid 
physician died as a result of an automobile 
accident. Dr. Lynch had accomplished 
much during his years of practice. Prob- 
ably his outstanding contribution to his 
specialty was the one stage operation of the 
removal of the larynx for carcinoma. His 
operation, because this operation very gen- 
era'ly is known by his name, was some 
years ago considered an operative impossi- 
bility, or at least one which was so fraught 
with so great danger as to be inadvisable. 
Dr. Lynch showed that a one stage largn- 
gectomy could be performed with appro- 
priate technic with such a small death 
rate that the laryngologists throughout 
the country have generally come to accept 
his ideas. In a considerable number, well 
over one hundred and seventy of such 
operations, his mortality was practically 
nil. Dr. Lynch was a hard, sincere worker. 
He perfected himself in his science by 
years of study and work. It is said that 
for some years it was his custom to dis- 
sect regularly for several hours three or 
four times a week, in order not only to 
learn the normal anatomy of the head, but 
also the frequency of deviations from the 
accepted norm. 


For many years Dr. Lynch taught the 
undergraduate students of Tulane. From 
1911 until the time of his death he held 
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a professorial chair in the Graduate School 
of Medicine. 


The death of Dr. Lynch removes from 
New Orleans not only a great doctor, but 
a man loved by innumerable patients, a 
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close and dear friend to many of his col- 
leagues, and a man who always was in- 
terested in and willing in every way to for- 


ward the aims and efforts of organized 
medicine. 





HOSPITAL STAFF 


SOUTHERN BAPTIST HOSPITAL. 

The regular monthly meeting of the Southern 
Baptist Hospital was held Tuesday, April 28. Two 
cases were presented for discussion and review. 
The first case, Agranulocytosis, was reported by 
Dr. C. G. Cole and was discussed by Dr. C. W. 
Allen. The last case was one of Cirrhosis of the 
Liver presented by Dr. C. W. Allen and discussed 
by Dr. H. W. E. Walther and Dr. J. H. Smith. 


It was reported to this Staff that there had been 
a total number of discharges from the hospital 
of 606 and 17 deaths in the past month. Four 
of these 17 individuals dying in the hospital came 
to autopsy. 


FRENCH HOSPITAL. 


A regular meeting of the French Hospital Staff 
was called to order Friday, April 24, 1931 at 
8:00 p. m., Dr. M. J. Lyons presiding. Those pres- 
ent were Drs.: G. C. Anderson, J. N. Ane, C. J. 
Brown, L. L. Cazenavette, F. Gallo, R. L. Gor- 
don, P. Graffagnino, W. H. Harris, F. Loria, M. 
J. Lyons, M. O. Miller, J. Palermo, J. F. Sicomo, 
D. N. Silvermann, G. L. Smith, E. Socola and M. 
L. Stadiem. 


The minutes of the last meeting were read and 
approved and the report of deaths and discharges 
made by the secretary. Two cases of acute ap- 
pendicitis were presented by Dr. Graffagnino, and 
Dr. Gordon presented a case of pyelonephritis. 
Dr. Stadiem discussed an autopsy performed on 
a woman 56 years of age whose diagnosis was 
pneumococcal peritonitis. 


The scientific program for this meeting was the 
“Management of Acute Head Injury” presented 
by Dr. G. C. Anderson. Dr. Anderson divided 
cranio-cerebral injuries into two classes: 


1. Those cases with or without an associated 
cranial injury including concussion, edema, con- 
tusion, laceration, hemorrhage. 


2. Those cases with cranial injuries including 
scalp wounds (which sometime result in brain abs- 
cess) and fractures of the skull. He then took 
up the diagnosis and treatment of head injuries. 
The ideal methods of treatment are: 


TRANSACTIONS 


1. To combat shock by: 
a. External heat. 
b. Lowering head. 
ce. Injections of glucose. 


2. Complete examination, including roentgen 
ray. 


3. Lumbar puncture. 
4. Dehydration by: 


a. Glucose 50 per cent given intravenously. 


b. Magnesium sulphate given by mouth or 
rectum, 


5. Operative treatment for decompression in 
cases in which hypertension persists in spite of 
conservative treatment. 


There being no further business the meeting 
adjourned. 


C. J. Brown, M. D., Sect’y. 


STAFF MEETING OUR LADY OF THE LAKE 
SANITARIUM. 

The regular staff meeting of Our Lady of the 
Lake Sanitarium was held on April 22, 1931. The 
following members were present: Drs. J. M. 
Adams, W. B. Chamberlin, W. H. Cook, W. R. 
Eidson, S. J. Goldfain, W. K. Irwin, R. Jackson, 
T. S. Jones, R. C. Kemp, J. W. Lamon, H. W. A. 
Lee, M. W. Matthews, J. H. McCaa, T. J. Mc- 
Hugh, John McKowen, H. G. Morris, H. T. Ni- 
colle, W. H. Pipes, H. G. Riche, J. J. Roberts, 
E. O. Trahan, R. B. Wallace, C. A. Weiss, L. J. 
Williams and E. Young. 


After the regular routine business of the meet- 
ing, the Clinico-Pathological Conference was held. 


The following case and paper were discussed. 
1. The Schilling Index, Dr. H. T. Nicolle. 


2. Gas Bacullus Infection of Compound Frac- 
ture, Dr. T. S. Jones. 


K. C., aged 14 years. 
died April 15, 1931. 


Admitted April 11, 1931, 


Present history: On April 9 at 8 A. M. he 
fell while pole vaulting, sustaining a complete, 
compound, transverse fracture of both bones of 
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the left fore arm. The radius protruded on the 
flexor surface, tearing a jagged hole about one 
inch in diameter. He was taken to a doctor who 
put a posterior and anterior yuccha splint, after 
applying tincture of iodine. There was anesthesia 
of little and inner half of ring finger. He was 
then roentgen rayed and the position of fragments 
regarded as satisfactory. Fifteen hundred units 
of antitetanic antitoxin was administered. 


April 10 temperature was 103° all day. He was 
given calomel and salts. Bowels acted four times. 
The hand was swollen and noticeably dark. There 
was a foul straw colored discharge and there was 
crackling and gas bubbles escaping from wound. 
The doctor observed gas and a yellowish thin 
foul discharge. The patient was brought to Our 
Lady of the Lake at 11 A. M., April 11. 


Physical Examination: Temperature 103.2°; 
pulse 130, soft; respiration 26, shallow, regular. 
The examination was normal except left fore- 
arm, hand, elbow and lower third of upper arm. 
Hand and arm badly swollen, tight, skin glisten- 
ing, definite cellulitis extending to the lower third 
of arm, muscles hard and fixed. 


The child was profoundly under the influence of 
sodium amytal administered several hours pre- 
viously. Any movement of the elbow was most 
painful. The ends of the fingers, not covered by 
the bandage, were very swollen, tight, glistening, 
dark blue and most painful on manipulation. The 
limb was examined under the fluoroscope and a 
complete transverse fracture of radius in upper 
third was noted with good apposition. At the junc- 
ture of the middle and upper thirds, about the 
center of the fore-arm, there was a jagged hole, 
about one inch in diameter, with ragged muscles 
and sub-cutaneous tissues protruding. Rather free 
drainage of straw colored fluid, thin, very foul 
odor; no emphysema of the superficial tissues 
noted; gas bubbles escaped from wound with dis- 
charge. The whole fore-arm and hand were dark. 
No radial or ulnar pulse could be detected. 


Laboratory Reports: Total white count on ad- 
mission was 21,000 with 92 per cent of polymor- 
phonuclears. 


There was a marked alteration in the Schilling 
index. Urine: acid, 1.025; albumen trace; hyaline 
casts; moderate amount of pus and bacteria. 


Operation. Due to the spread of the gangrene 
the left arm was amputated at the upper third at 
10:15 P. M. under nitrous oxide and oxygen anes- 
thesia. A cuff was left but was not sutured. 


Progress Notes and Treatment: April 11. The 
child is profoundly under the influence of sodium 
amytal, given sometimes ago. It is at once ap- 
parent that he is desperate ill and the parents 


are told that the infection is so very serious that 
the fracture, must for the present, be disregarded, 
and all efforts directed towards the infection. He 
was given magnesium sulphate one half ounce, 
100 units (20 c.c.) of antitoxin perfringens, in- 
tramuscularly, the splint and dressings removed 
and a right angle splint substituted for it, with 
sterile dressings to wound and a drip of 1-5000 
bichloride solution to keep the whole soaking wet, 
with the hope of combating the advancing cellu- 
litis. The wound is draining freely, a thin, yellow- 
ish, distinctly foul dicharge. 


At 7 P. M. his temperature was 105°, pulse 150, 
respiration 36. Blood count had increased to 
28,000, and Schilling had increased to 41 im- 
mature cells. 


About this time he had a rigor. Tempera- 
ture 107°, pulse about 165, respiration 32. Very 
delirious. He was given morphia by hypodermic 
to quiet him. He was then taken to the operat- 
ing room and his arm amputated. 


When he was taken to the operating room, it 
was with the idea of opening up the limb freely 
and placing adequate drainage tubes. When the 
fore-arm and hand were exposed, it was found 
to be enormously swollen, gangrenous at the 
wrist, hard as a board, gas and foul thin discharge 
from wound. The cellulitis had not extended up 
the arm to any appreciable extent. It was im- 
mediately seen that his only chance would be a 
quick amputation above the infected area. 


Under nitrous oxide and oxigen anesthesia, am- 
putation at upper third was quickly done. Time 
of operation was 25 minutes. Here the tissues 
were found to be quite normal in appearance. 
No attempt was made at closing, in fact it was 
packed open with sponges wet with 1 per cent 
Dakin. 


Colon was washed with tube and drip 5 per cent 
sodium bicarbonate and 5 per cent glucose started. 
Wound to be kept wet with 1 per cent Dakin. 
Twenty-five c.c. of mercurochrome 1 per cent, 
given intravenously. 


Two hours after the operation temperature was 
103°, pulse 140, respiration 28. 


At 1 A. M. his respiration became more rapid 
and very shallow. 10 m alpha-lobelin was given 
intravenously. In five minutes the most remark- 
able improvement was observed. His breathing 
was slower, deeper and regular. This was repeated 
intravenously every four hours for four doses. 
At 2 A. M. 500 c.c. normal salt solution was given 
intravenously. Following this there was noted a 
very marked improvement in his color, pulse 
volume and facies. Forty-five minutes were taken 
in given the infusion. 
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At 6 A. M. he was quite rational and drank 
a glass of water. At this time temperature was 
100°, pulse 100 and respiration 28. Twelve hours 
after operation blood count was 18,900, polynu- 
clears 94, Schilling 48. 


The wound was dressed. It was clean and not 
swollen. Bacterial count of wound 5 to the field. 


During the forenoon he had 6 small bowel move- 
ments with mucus and a little blood (mercuro- 
chrome?) before noon. At mid-day he was given 
250 c.c. citrated blood. He had six more stools 
in the afternoon. 


April 12 (P. M.). He had had a good day; no 
pain; thoroughly rational and quite comfortable. 
Tongue is still quite badly coated. 


A study of the case up to this point leads me 
to the following conclusions: 


(1) The perfringens antitoxin must have been 
a timely measure. 


(2) The bichloride pack apparently had a de- 
cidedly beneficial effect in preventing spread of 
the cellulitis. 


(3) The Coramine undoubtedly helped con- 
trol the pulse and combat shock. 


(4) Ihave never observed any therapeutic re- 
sult that was more positive than the effect of 
alpha-lobeline. 


(5) The mercurochrome was of doubtful bene- 
fit and may have caused the bloody, mucus stools. 


(6) The infusion of saline solution was fol- 
lowed by a definite improvement in the pulse vol- 
ume, his color and skin reaction. 


(7) The blood transfusion was given with the 
hope that it would raise his resistance and help 
to combat a possible delayed shock. 


(8) At this moment (9 P. M. April 12, 1931) 
the only unfavorable sign or symptom is the 
ascending Schilling. 


April 13, 1931. He had a fairly good night. 
Bowels moved 6 times, character better than this 
A. M.; voided 30 ounces. Condition better. Tem- 
perature 99°, pulse 100, respiration 26. Blood 
count 13.475, polys 81, immature cells 41. Wound 
clean; no drainage or swelling; not tender. Bac- 
terial count 15 per field; gram positive bacteria. 


A little after 2 P. M. he began to have inter- 
mitent pain in arm and shoulder. Temperature 
went up to 104°, pulse 126, respiration 32 at 
8 P. M. Blood count at four P. M. was 12,050, 
polys 80, immature 40. The wound was examined. 
It was clean, no discharge or odor but there was 


a decided cellulitis of arm, shoulder, axilla, and 
it appeared to be spreading to pectoral and scapu- 
lar regions. No gas or emphysema could be found. 
A cold boric acid dressing was substituted for 
the Dakin pack. At 11 P. M. temperature was 
101.6°, pulse 106, respiration 26. 


Drs. Eidson and McHugh were called into con- 
sultation and also Drs. E. M. Toler and Clovis 
Toler arrived and joined the discussion. It was 
divided that while the descending count and the 
Schilling were hard to reconcile to a spread of the 
infection, it would be wise to repeat the perfrin- 
gens antitoxin. Accordingly, 100 units were ad- 
ministered, intramuscularly. 


April 14 (A. M.). Patient slept at mid-night 
and appeared more comfortable. Pulse gradually 
grew worse until at 2 A. M. it reached 160. Tem- 
perature 102.6°, respiration 30. — 


Drs. Eidson and McHugh met with me at 9 
A. M. to discuss the case. The patient’s general 
condition appeared quite good. The wound was 
clean, no odor, and exuding a straw-colored, thin 
fluid. The cellulitis had extended in all direc- 
tions, was a little tighter and there was a slight 
discoloration of the skin over the deltoid region 
and a little posterior to the point of the shoulder. 
Blood count 28,000, polys 84, immature cells 59. 
Dr. Nicolle isolated a gram negative organism, 
anaerobic, which he classied as C. edematis 
maligni. 


At 10:30, his pulse was very soft, 120. Blood 
pressure taken at this time was 90/0. 


It is difficult to reconcile the patient’s apparent 
comfort, entire absence of any sort of physical 
pain, to the blood count and bacterial count of 
the wound fluid, and also the blood pressure, all 
of which foretell that the end is not many hours 
off. 


A study of the blood reveals a toxic change 
which is manifested by a number of punched out 
vacuoles in the leukocytes. 


At 12 noon, he was given 500 c.c. of normal 
saline solution with adrenaline. At 2 P. M. tem- 
perature 98.8°, pulse 110, respiration 26. Patient 
feels perfectly comfortable. Pulse is weak and 
wavering. Blood count 30,400, polys 89 per cent, 
immature cells 48. He is entirely rational and 
taking nourishment and fluids well. 


He was quite and uncomplaining until about 
4 P. M. At that time temperature 100°. At 6 
P. M. still complaining. At this time temperature 
98°, pulse 118, respiration 28. 


At 8 P. M. Drs. Toler and Eidson met me. Tem- 
perature 98°, pulse cannot be counted. The swell- 
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ing had spread across the back to opposite shoul- 
der up along the side of neck, over the anterior 
chest wall to sternum and down the side to the 
crest of the ilium. He is rational but complaining 
of pain in shoulder, arm and back. Blood count 
34,600, polys 77. 


9 P. M. Temperature, 97 4-5°; pulse imper- 
ceptible; thoroughly conscious; color remarkably 
good. To look at the patient casually one would 
not regard him as being seriously sick. 


10 P. M. Heart 130 per minute, no murmurs. 
No sign of radial pulse; cold; wet with sweat; color 
somewhat pale; perfectly conscious. He has taken 
5 glassfuls of water in the last hour. No pain. 
He seems to be somewhat apprehensive; very 
restless; cyanosis beginning. Very thirsty. Ob- 
servant of every happening about him. Very rest- 
less. 

At 1 A. M. he was extremely cyanosed, and 
he began to cough and struggle for breath; dysp- 
noea and cough grew worse; expectorating frothy 
mucus, blood stained; chest filling (pulmonary 
edema). He is perfectly conscious. He says that 
he is dying. He called his father, who was at 
the bedside, and in a manly, courageous, almost 
formal manner, raised his arm and shook hands 
with him. He then called his mother and bade 
her good-bye with almost his last breath. A little 
frothy mucus came from his mouth and nostrils 
and he died at 1:18 A. M. 


Pathologic Report: Examination of left fore- 
arm shows a large gangrenous area on the flexor 
surface extending from about the junction of the 
middle and upper third down to practically the 
wrist. This gangrenous condition extends to the 
bones. The hand is very much swollen as is the 
remainder of the fore-arm and elbow. On disect- 
.ing the_blood vessels, we find the ulnar and radius 
show necrosis about two inches below their. bi- 
furcation. From about this part to the wrist the 
deeper and superficial tissues show a large amount 
of edema. There are apparently some pockets of 
gas in the deep tissues. 


MISSISSIPPI BAPTIST HOSPITAL. 

The staff of the Mississippi Baptist Hospital, 
Jackson, met in monthly session on Tuesday, May 
5, at 6:30 P. M., with our newly elected president, 
Dr. Robin Harris, in the chair. The “feed,” as 
usual, was excellent. Thirty-five were present out 
of a staff membership of thirty-eight. In this con- 
nection, I believe we have the largest average at- 
tendance in meetings of any staff, anywhere, 
whose membership comprises more than twenty- 
five active men. 


After the invocation and during the progress 
of the dinner the hospital superintendent, Rev. 
Wayne Alliston, gave us a fine inspirational talk. 


Dr. W. F. Hand presented a report of a case 
of congenital atresia of the cervix uteri, which 
he vas able to give complete relief from pain at 
menstrual periods following a slight operative pro- 
cedure. 


Dr. Temple Ainsworth next reported and illus- 
trated with roentgen ray studies a hematoma dis- 
placing the urinary bladder. Dr. E. B. Van Ness 
assisted him in the exhibition of the plates. This 
report was discussed by Dr. F. L. Van Alstine. 


Very interesting was a report of a case of 
agranulocytosis by Dr. H. R. Shands. This case 
is now in the hospital apparently convalescing. 
Patient is a physician, seventy-three years of age. 
The history briefly summarized, was as follows: 
Following the passage of a hard stool there was 
intense pain in the rectum with high temperature. 
Clinically at this stage the case simulated pneu- 
monia. On admission to the hospital the blood 
count showed a marked leukopenia with only 4 
per cent polymorphonuclear neutrophiles. Next 
day the count showed only one neutrophile in a 
count of three hundred cells. On evacuation of 
pus from perirectal abscess, the neutrophile count 
reached 40 per cent in 24-hours and 60 per cent 
in. 48-hours. 

Thomas J. Crofford, Staff Editor. 


HOTEL DIEU, NEW ORLEANS. 

The regular. monthly meeting of the Visiting 
Staff of Hotel. Dieu was held Monday, May 18, 
1931, Dr. Theodore J. Dimitry presiding. There 
were fifty-one members present. 


The scientific program comprised: 


1. A case of Larva Migrans with microscopic 
demonstration of the parasite in the tissues was 
presented by Dr. Maurice Couret. 


Abstract: Larva Migrans or “Creeping Erup- 
tion’ is a disease caused by a worm thought to 
belong to the uncinaria family. It is about 1 mm. 
in length and rather dark in color. The disease 
is characterized by a skin eruption that has the 
general appearance of the mounds that moles 
build in the ground. The parasite which burrs 
through the upper layer of the skin will go for- 
ward for a distance and then retract its steps; 
frequently criss-crossing its path several times. 
If one attempts to recover the larva where it has 
already passed, it will invariably be missed; it 
is necessary to procure tissue some distance in 
front or to the side of where the skin lesion 
ends to be successful. 


The ertption is red in color and slightly raised 
and rough, and where the larva has already 
passed, it forms a crust. It is very superficial be- 
cause the larva migrates along the lower part 
of the epithelial covering of the skin and along 

















Hospital Staff Transactions 899 


the hair follicles. The rate of travel is quite fast 
at times and quite slow at others; it may travel 
as much as four cms. per day. The migration 
is done mostly at night. There is usually one 
parasite; seldom more than two. 


Most frequently the eruption is on parts of 
the body that are most likely to be exposed. e. g. 
hands, feet, legs or face however it may occur 
anywhere on the body. 


The infection is usually picked up along the 
seashore; Florida has reported many cases; in 
New Orleans there have been many cases seen, 
but all of them are from the country or seashore 
and in sandy localities. 


This case was discussed by Dr. Thomas A. Max- 
well and Dr. A. L. Levin. 


2. A brief survey of the importance of Chemi- 
cal Analysis of the Blood in Clinical Medicine was 
discussed by Dr. Aldea Maher. 


Abstract: Diabetes Mellitus is diagnosed by a 
high blood sugar, while renal diabetes and alimen- 
tary glycosemia give low blood sugar values. Dia- 
betes, hyperendocrine conditions and gastrointes- 
tinal malignancy may give a high sustained glu- 
cose tolerance curve while hyperendocrine condi- 
tions give a low curve. 


The three types of acidosis were d:scussed, the 
first type commonly known, with a low carbon 
dioxide combining power and acetone in urine 
found in diabetes and all conditions showing in- 
complete oxidation of fats; the second type due 
to phosphate retention, having a low carbon 
dioxide combining power but no acetone in the 
urine, usually found in nephritis; and the third 
type due to defective elimination of carbon 
dioxide from the lungs found in heart disease, 
showing a low carbon dioxide and no acetone in 
the urine. 


Alkalosis simulates acidosis very closely clini- 
cally but the carbon dioxide combining power is 
high. It is produced by excessive does of sodium 
bicarbonate and is found in gastric disorders. 

Nerhritis may be divided chemically into three 
types. First, nephritis with nitrogen retention 
found in chronic interstitial nephritis—also in 
acute and subacute nephritis, amyloid and poly 
cystic disease, calculus suppression, renal tuber- 
culosis, pyclonephritis, retention from stricture 
or prostatic enlargement; second, nephritis with- 
out nitrogen retention but with inability of kid- 
neys to excrete water and sodium chloride, found 
principally in chronic parenchymatous nephritis 
and “nephrosis” with edema—here negative find- 
ings are of great diagnostic importance; and 


third, a combination of these two found in acute 
and subacute nephritis. 


In pregnancy the chemical constituents may be 
normal or low. They remain low in uncompli- 
cated cases of eclampsia and toxemias. This is 
a means of differentiating uncomplicated toxemias 
and eclampsia from nephritis with retention. The 
icterus index and Van der Burgh are often of 
value during the course of pregnancy as they 
may give an index of the first damage to the 
liver before clinical symptoms appear. 


There are two kinds of tetany—that having a 
low blood calcium and benefited by calcium ad- 
ministration, and that having a normal serum cal- 
cium and not benefited by calcium administration. 
There are many diseases besides tetany that show 
a low calcium, such as tuberculosis, asthma, chronic 
arthritis, serum sickness, hypersensitiveness, hay 
fever, purpura, hemophilia, epilepsy, many ob- 
scure nervous conditions and removal of the 
parathyroids. 


Rickets is a disease of phosphorus deficiency. 
Phosphorus content varies in nephritis and in 
fractures. In fractures there is a rise during 
the process of union; when healing is complete 
it falls again to normal. In non-union of fractures 
it is said there is no phosphate rise. 


In diseases of the liver and biliary tract, the 
icterus index and Van der Burgh reaction are of 
value. A prompt direct Van den Burgh reaction 
means complete obstruction of the bile ducts due 
to stones, edema of the mucous lining or stoppage 
by a mucus plug; a faint reaction of this type 
indicates cirrhosis or malignancy of the liver. 
A delayed direct reaction indicates a jaundice 
due to hemorrhage or effusion independent of the 
liver. A biphasic usually indicates a catarrhal 
jaundice. An indirect reaction indicates a per- 
nicious anemia or a choluric jaundice. The Van 
den Burgh is an estimation of the bilirubin con- 
tent. Bilirubin content is elevated in diseases of 
the liver, also exhepatic conditions of a hemoly- 
tic nature such as those accompanying infections 
diseases, pernicious anemia, hemolytic anemia and 
rupture of blood vessels. A low value is found 
in secondary anemia, therefore the bilirubin con- 
tent, is of value in differentiating a pernicious 
anemia from a secondary enemia. 


This paper was discussed by Drs. J. Birney 
Guthrie, Louis Levy, Peter B. Salatich, Jerome 
Landry, Monte F. Meyer and A. L. Levin. 


The statistical report for the month of April 
was read, and several of the deaths occuring dur- 
ing the month were discussed. 








TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR. 
1.—Eye, Ear, Nose and Throat Hospital 
Staff, at 8 P. M. 


June 


June 5.—Pathological Conference, Hotel Dieu, 


11 A. M. to 12 Noon. 


8—ORLEANS PARISH MEDICAL 
SOCIETY, 8. P. M. 


June 


June 10.—Touro Infirmary Staff, 8 P. M. 


June 12.—Pathological Conference, Hotel Dieu, 


11 A. M. to 12 Noon. 
June 12.—French Hospital Staff, 8 P. M. 
June 15.—Hotel Dieu Staff, 8 P. M. 
June 16.—I. C. R. R. Hospital Staff, 8 P. M. 


June 16.—Charity Hospital Staff, Medical Section, 
8 P. M. 


June 17.—Charity Hospital, Surgical Section, 


8 P. M. 
June 18.—Eye, Ear, Nose and Throat Club, 8 P. M. 


June 18.—New Orleans Hospital Council, French 
Hospital, 8 P. M. 


June 19.—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


June 19.—Mercy Hospital Staff, 8 P. M. 


June 22.—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 


June 26.—Pathological Conference, 
11 A. M. to 12 Noon. 


Hotel Dieu, 


During the month of May, besides the regular 
meeting of the Board of Directors, the Society 
held two scientific meetings. 


At the scientific meeting held May 11 the pro- 
gram was as follows: 
“Cystocele and Uterine Prolapse.” 
|, ee BOE AM Dr. Hilliard E. Miller 
Discussed by Dr. H. W. Kostmayer. 


“Histamine in Asthma.” 
Re See» Dr. Narcisse F. Thiberge 


Discussed by Drs. J. Holmes Smith, Jr., Allan 
Eustis, A. L. Levin and I. L. Robbins. 


At the meeting held May 25 the following papers 
were read and discussed: 


“Formation of Arterio-venous Fistula between 
the Common Carotid Artery and the Internal 


Jugular Vein, for Relief of Sequellae of 
Aortic Aneurysm.” 
er a eee TS Dr. Ambrose H. Storck 


Discussed by Dr. Rudolph Matas. 
“Painful Feet.” 
Dr. Earl Hyman 
Discussed by Dr. Edward S. Hatch. 





“Practical Consideration in the Reduction of 
the Cancer Mortality.” 


BT sccctescineinniansiibmcicainiessbassanasielhlen Dr. Urban Maes 


The attendance at both of these meetings was 
very good. 


The special committee report of the Board of 
Directors on Radio Talks sponsored by the Orleans 
Parish Medical Society was read at the meeting 
held May 11 and was finally acted upon at the 
meeting held May 25. 


A letter from Dr. J. H. Musser, Editor of the 
New Orleans Medical and Surgical Journal came 
in to the Secretary’s office requesting news items 
of all sorts. The members are respectfully asked 
to cooperate in this matter and send in any per- 


sonal news to our office. 


The committee an arrangements for the com- 
ing meeting of the Southern Medical Association 
has begun work. The following is a list of com- 
mittees appointed by the President, Dr. Irwin: 


Dr. Frederick L. Fenno, General Chairman. 
Vice-Chairmen: Drs. Homer Dupuy, Ansel Caine, 
Foster M. Johns and Sidney K. Simon. 


Finance: Dr. John A. Lanford. 
Drs. E. L. Leckert, Frank J. Chalaron, Louis 
Levy, Robert Bernhard and O. W. Bethea. 


Entertainment: Dr. Homer Dupuy. 
Drs. H. E. Bernadas, W. P. Gardiner, John 


Signorelli and H. R. Unsworth. ‘ 
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Orleans Parish 
Membership: Dr. Hermann B. Gessner. 
Drs. Geo. B. Collier, T. B. Sellers, J. D. Rives, 
P. J. Carter, E. E. Allgeyer and C. Grenes Cole. 


Hotels: Dr. Wm. H. Seemann. 
Drs. H. B. Alsobrook, C. H. Tyrone, Adolph 
Jacobs, S. B. McNair, T. T. Gately, I. L. Rob- 
bins and J. E. Landry. 


Meeting Places: Dr. E. L. King. 
Drs. J. A. Danna, F. R. Gomila, J. T. Nix, J. 
J. Irwin, E. H. Robin and Jules E. Dupuy. 


Dr. Isidore Cohn. 

Drs. John F. Dicks, S. Hobson, P. H. Jones, 
Walter E. Levy, Arthur Vidrine, W. R. Metz, 
Maurice J. Gelpi and P. Graffagnino. 


Clinics: 


Publicity: Dr. H. W. E. Walther. 
Drs. A. E. Fossier, P. T. Talbot, M. J. Lyons 
and H. W. Kostmayer. 


Alumni Reunions: Dr. Roy B. Harrison. 
Drs. W. F. Henderson, W. R. Wirth, Arthur 


Caire, Jr., J. W. Reddoch and W. R. Brewster. 


Dr. H. Theodore Simon. 
Drs. H. A. Bloom, S. C. Lyons, Sam C. Cohen 
and Geo. F. Roeling. 


Fraternity Luncheons: 


Badges and Signs: Dr. Charles A. Bahn. 
Drs. F. L. Loria, J. E. Brierre, T. E. Clements, 
J. F. Sicomo, J. W. Rosenthal and W. A. 
Wagner. 


Scientific Exhibits: Dr. Daniel N. Silverman. 
Drs. Amedee Granger, Ambrose H. Storck, J. 
J. Wymer and Robt. A. Strong. 


Dr. J. H. Musser. 

Drs. Randolph Lyons, G. C. Anderson, A. V. 
Friedrichs, B. J. DeLaureal, E. Z. Brown and 
H. V. Sims. 


Information: 


Transportation: Dr. Lucien A. LeDoux. 
Drs. P. F. Murphy, M. O. Miller, H. D. Ogden, 
Wm. W. Leake and M. T. Van Studdiford. 


Golf: Dr. Allan Eustis. 
Drs. Val H. Fuchs, J. P. O’Kelley, Leon J. 
Menville, W. H. Harris, L. A. Fortier, C. P. 
Brown, Henry Blum and Julian H. Lombard. 
Mrs. H. Theodore Simon (golf women). 


Trap (Skeet) Shooting: Dr. Chaille Jamison. 


Drs. L. C. Chamberlain, F. M. Johns and Allan 
Eustis. 
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Women Physicians: Dr. Maud Loeber. 

Drs. Florence R. Gilpin, Lucy Scott Hill, Kath- 
erine Havard, Rena Crawford and Elizabeth 
Bass. 


Ladies Entertainment: Mrs. J. A. Storck and 


Women’s Auxiliary. 


Commercial Exhibits: Dr. W. A. Reed. 
Drs. J. A. O’Hara, J. R. Hume, C. C. Bass, G. 


H. Hauser and E. C. Samuel. 


We regret to report the death of two of our 
active members, Dr. R. Clyde Lynch and Dr. B. A. 
Ledbetter. 


The third quarterly premium on the group insur- 
ance policy will be due June 5 and amounts to 
$13.65. Please send in your check to cover at once. 


Dr. 
Society beause of removal from the State. 


Alva G. Thomas has resigned from the 
We re- 
gret very much to learn of this resignation but 
wish Dr. Thomas success in his new field. 


New Orleans, La., May 19, 1931. 


American Medical Association 
American Physiotherapy Association 
Philadelphia, Pa., June 8-12 1931. 


Dear Doctor: 


For the accommodation of the physicians and 
their families attending the meetings of the Ameri- 
can Medical and Associations in 
Philadelphia June 8 to 12, I have arranged for 


the Louisville and Nashville Railroad to operate 


Physiotherapy 


one or more extra sleepers from New Orleans to 
Philadelphia on their de luxe train “The Crescent 
Limited” leaving New Orleans at 8:45 P. M. on 
June 6 arriving Philadelphia at 7:20 the morning 
of the eighth, thereby offering us exclusive Pullman 
accommodations, to say nothing of the every mod- 
ern travel comforts offered by this train, such as 
club and observation cars, which are equipped with 
ladies and gentlemen’s shower bath, maid and valet, 
etc. 


Reduced fares on the certificate plan on basis of 
one-half of the regular one way fare applying for 
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the transportation of the physicians and the de- 
pendent memebrs of their families atending this 
convention. Under this plan, one purchases a reg- 
ular one way full fare ticket for going passage to 
Philadelphia which, from New Orleans, for ex- 
ample is $45.10, and secures a certificate receipt 
for same at time of purchase. If 150 or more of 
such certificate receipts are presented to seceretary 
at the meeting, they will be validated by him and 
entitle holder thereof to return transportation from 
Philadelphia at one-half fare or at $22.55 to New 
Orleans. Tickets at this reduced fare will be avail- 
able for going passage on any date June 4 to 10 
inclusive and will be valid for return trip from 


Philadelphia on any date June 8 to 16 inclusive. 


The Pullman fares between New Orleans and 
Philadelphia in either direction are $13.50 for a 
lower berth, $10.85 for an upper, $24.30 for a sin- 
gle occupancy section, $38,25 for a compartment 


and $48.00 for a drawing room. 


It is especially desired that a large delegation of 
physicians from New Orleans and Louisiana attend 
this meeting of the American Medical Association 
since New Orleans has extended an invitation for 
the 1932 convention to be held in our city. Please 
make your arrangements for attending and secure 
your reservations as early as possible. 


Pullman reservations may be aranged through 
Mr. E. H. Stoll, City Passenger Agent Louisville 
& Nashville Railroad, 229 St. Charles Street, tele- 
phone RAymond 4687. 


Yours very truly, 


Emmett Irwin, M. D., 
President, Orleans Parish Medical Society. 


TREASURER’S REPORT. 


Actual Book Balance 3/31/31...................... $2,574.69 
ID ais soscsiceassnicschsaiigtbsiibheheriaeinaniesibiealdeipabea 2,258.00 

$4,832.69 
En Te TE $3,794.29 
Actual Book Balance 4/30/31...................... $1,038.40 
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LIBRARIAN’S REPORT. 

One hundred and four books have been added to 
the Library during April. Of these 3 were re- 
ceived from the New Orleans Medical and Surgical 
Journal, 10 by purchase, 47 by binding and 34 by 


gift. New titles of recent date are listed below. 


A very successful meeting of the Medical Library 
Association was held during the month of May. 


There were present at this meeting 36 medical 
librarians from all over the country. In addition 
to the business and scientific program a large 
number of entertainments were provided for these 
visiting guests. Particular enjoyment was derived 
from Dr. Matas’ splendid talk. The Librarians also 
enjoyed greatly their trip through the Vieux Carre. 





NEW BOOKS. 
Simkins—Textbood of Human Embryology. 1931. 


Kitchens—Symptoms and Disease Applied to 
Mathematical Diagnosis. 1930. 


Reed—Operative Obstetrics on the Maniken. 1931. 
1931. 
1930. 
1931. 


Winton—Human Physiology. 
Ewing—Aphasia in Children. 
Moorhead—Traumatherapy. 
1931. 


Coburn—F actor of Infection in the Rheumatic 
State. 1931. 


Lovett—Lateral Curvature of the Spine. 


Meyer—Cancer. 


1931. 


Pickett—Thomson Research Laboratory—Annals. 
v. 6. 1930. 


Potter—Therapeutics, Materia Medica, Phar- 
macy. 1930. 

Lynch—Protozoan Parasitism of the Alimentary 
Tract. 1930. 

Morley—Haemorrhoids. 1929. 

Howard—Diagnosis and Treatment of Pneu- 
monia. 1930. 

Oxford Surgery v. 3 pt. 2. 1931. 
French—Index of Differential Diagnosis. 1928. 


Robery—Headache. 1930. 


Interstate Post—Graduate Medical Association 
Proceedings. v. 1-5 1925-29. 


H. Theodore Simon, M. D., 
Secretary. 


of North America. 
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LOUISIANA STATE ME DICAL SOCIETY NEWS ) 
H. Theodore Simon, M. D., Associate Editor. 


IMPORTANT NOTICE. 

Attention is called to the fact that at the recent 
meeting of the Louisiana State Medical Society 
the House of Delegates pass-d a resolution where- 
by it becomes possible for internes to join parish 
societies with a reduction of dues, so that the 
total to be paid by these men amounts to only 
$2.00. This sum includes subscription to the 
New Orlears Medical and Surgical Journal, but 
does not include legal defense or the power to 
vote in the State Society. 


It is earnestly hoped that physicians throughout 
the State will encourage internes in the various 
hospitals to become members of organized medi- 
cine. It is never too early to start, and the 
young physician should become interested in or- 
ganized medicine and should have his attention 
directed to the benefits derived from it as soon 
as he becomes a graduated physician. 


THE AMERICAN MEDICAL ASSOCIATION IN 
PHILADELPHIA. 

All Fellows of the American Medical Associa- 
tion have recently received official notification 
that the Annual Meeting of this great organiza- 
tion will be held in Philadelphia, Pennsylvania 
from Monday, June 8 to Friday, June 12. The 
comprehensiveness of this meeting, its magnificent 
scientific exhibit, and the splendid papers that are 
presented make it the most outstanding medical 
meeting of the year. To those physicians who 
are not members of the organization, and who 
have not attended the meetings, we earnestly 
recommend that they go to just one of these 
meetings, see what they are doing, and come 
away firmly imbued, we are sure, with the desire 
to become active members of the organization. 


SEVENTH DISTRICT MEDICAL SOCIETY. 

You are cordially invited to come to the Ma- 
jestic Hotel in Lake Charles, La., on the eighteenth 
day of June, 1931, at seven o’clock p. m., to 
assist in receiving and entertaining Dr. John 
Elliott and Dr. John T. Nix of New Orleans, La. 


Dr. Elliott will discuss the subject, “Streptococ- 
cus Viridans Endocarditis.”’ 


Dr. Nix ‘The Surgical Handling of Malignancy 
Occurring in the Gastro-intestinal Tract.” 


Dr. T. H. Watkins “‘A Case Report.” 


This is going to be an interesting meeting and 
every doctor in the district should make an effort 
to be present. 


Very truly yours, 


Dr. V. A. Miller, Pres. Dr. W. C. Heinen, Sec. 
Banquet 


NEW ORLEANS CHAPTER OF PAN AMERICAN 
MEDICAL ASSOCIATION ORGANIZED. 


At the call of Dr. Arthur Vidrine, and Dr. 
Rigney D’Aunoy, a number of prominent New 
Orleans physicians met in the library of the 
Charity Hospital for the purpose of organizing 
a chapter of the Pan American Medical Associa- 
tion. 


The Pan American Medical Association, estab- 
lished 10 years ago, has for its objects the pro- 
motion of intimate relations, scientific and other- 
wise, between physicians and surgeons of the 
western hemisphere with the idea of advancing 
medical knowledge and interchanging professors 
of various medical subjects between different seats 
of learning, and the development of inter-Ameri- 
can scientific literature by means of official pub- 
lications and an international lending library. 


Chapters of the organization exist at present in 
N. Y. City; Rochester, Minn.; Baltimore; Atlanta; 
Miami; Chicago; Detroit; Havana, Cuba; Matan- 
zas, Cuba; Santiago, Cuba; Panama; Merida, Mex.; 
Mexico City; San Jose, Costa Rica; Caracas, Ven- 
ezuela; Sao Paulo, Brazil; Buenos Aires, Argen- 
tine; Bogota, Colombia. 


At the organization of the New Orleans chap- 
ter the following officers were elected: 


President, Dr. Aristides Agramonte. 
Vice-President, Dr. P. F. Murphy. 
Secretary, Dr. Rigney D’Aunoy. 


Treasurer, Dr. Gilbert Anderson. 


The charter members enrolled were as follows: 

Drs. A. Agramonte, P. F. Murphy, Rigney 
D’Aunoy, H. C. Magee, Roy Wright, J. B. Guthrie, 
F. A. Overbay, E. A. Socola, Henry Blum, A. L. 
Levin, Arthur Vidrine, Park Howell, Lucien For- 
tier, Philip J. Carter, Shirley Lyons, P. J. Kahle, 
Jerome Landry, M. O. Miller, Amedee Granger, 
J. O’Hara, Homer Dupuy, Jas. T. Nix, L. Von 
Meysenbug. M. J. Gelpi, Peter Graffagnino, H. V. 
Sims, W. A. Love, Gilbert Anderson, J. H. Con- 
nell, C. J. Tripoli, J. N. Roussel, Suzanna Schaefer, 
R. R. Roberts, John Signorelli, Emmett Irwin. 
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It was unanimously voted to invite the Associa- 
tion to hold its 1932 Congress in the City of 
New Orleans, and Dr. Aristides Agramonte was 
elected a delegate to the 1931 Congress to be 
held in Mexico City July 12-16 with instructions 
to extend such an invitation. 


PREVENTION OF BLINDNESS COURSES. 

Four universities will offer courses for the train- 
ing of teachers and supervisors of sight-saving 
classes this summer, it is announced by Mrs. Wini- 
fred Hathaway, Associate Director of the National 
Society for the Prevention of Blindness. The 
courses will be given as follows: 


Tulane University, New Orleans, La., June 15 
to July 24. 


University of Chicago, June 22 to July 24. 


State Teachers College, Buffalo, N. Y., June 
29 to August 7. 


Teachers College, Columbia University, N. Y., 
July 6 to August 14. 


“At present, there are fewer than 400 sight- 
saving classes in the United States. Inasmuch as 
the National Society for the Prevention of Blind- 
ness estimates that at least 5,000 classes will be 
needed to provide facilities for educating all vis- 
ually handicapped children, it may readily be seen 
how widespread is the need for qualified teachers 
and supervisors. 


“In sight-saving classes, through the use of 
special large type books, movable desks, ideal 
lighting, and special teaching methods, children 
with little vision are not only given the same sort 
of education that children with full vision receive, 
but they are also taught how to conserve their 
remaining sight. Educators have found that many 
children who had been accounted stupid or sullen 
displayed excellent intelligence and pleasing dis- 
positions as soon as their defective vision was 
recognized and they were placed in sight-saving 
classes.” 


SWIMMING ROOM AND LOCKER ROOM 
SANITATION. 


With the coming of warm weather, which brings 
about the opening of swimming pools and an 
increased use of shower baths at golf links and 
tennis courts, it seems worth while to call the 
attention of those in charge to the widespread 
prevalence of skin infections which may be spread 
at such places. 


Since such infections are not required to be re- 
ported, we do not have detailed figures, but offi- 


cial information indicates a growing frequency 
of ring worm, toe itch, toe scald, fungus foot, 
papilloma, and similar infections. 


Most, if not all, of these foot diseases are 
caused by a fungus which is spread by infection of 
the floors of dressing rooms, at pools, bath houses, 
gymnasia, and other places where persons go bare- 
foot. While control methods have not been com- 
pletely worked out, it is believed that certain pre- 
ventive measures will prove useful in checking the 
spread of these disease at swimming pools. 


Louisiana State Board of Health, 
J. A. O’Hara, M. D., Pres. 


NEWS ITEMS. 

Members of the teaching staff of the Graduate 
School of Medicine of The Tulane University of 
Louisiana have recently left the city to attend 
medical meetings as listed below: 


Dr. W. H. Seemann, Professor of Hygiene and 
Tropical Medicine—National Tuberculosis Asso- 
ciation, Syracuse, N. Y., May 11-May 14, 1931. 


Dr. Sidney K. Simon, Professor of Gastro-enter- 
ology — American Gastro-Enterological Associa- 
tion, Atlantic City, N. J., May 4 and 5, 1931. 


Dr. Homer Dupuy was the “guest essayist” at 
the meeting of the Arkansas Medical Society 
April 23, the title of his contribution being “The 
Clinical Significance of Dysphonia.” This meet- 
ing held in Texarkana was largely attended. 


Dr. Randolph Lyons, New Orleans, Secretary 
of the Journal Committee, attended the meeting 
of the Mississippi State Medical Association in 
Jackson, Mississippi, May 12-14, 1931, as Frater- 
nal Delegate from the Louisiana State Medical 
Society. 


Dr. D. C. Iles, Lake Charles, Councilor of the 
Seventh Congressional District, attended the meet- 
ing of the State Medical Association of Texas in 
Beaumont, Texas, May 5-7, 1931, as Fraternal 
Delegate from the Louisiana State Medical Society. 


Dr. Daniel N. Silverman presented a paper at 
the recent meeting of the American Gastro- 
Enterological Association in Atlantic City, the 
first part of May. 


Dr. Roy H. Turner presented a paper at the 
meeting of the Society for Clinical Investigation, 
which was held in Atlantic City the first week in 
May. 
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Dr. John H. Musser of New Orleans delivered 
the Oration in Medicine at the Oklahoma State 
Medical Society Meeting, May 12, speaking on 
Diseases of the Heart. 


At the State Medical meeting of the Missouri 
State Medical Association Dr. E. W. Alton Ochs- 
ner presented papers on “What One Should Ex- 
pect of the Physician and Surgeon” and “Intes- 
tinal Obstruction.” 


AMERICAN MEDICAL GOLFING ASSOCIA- 
TION TOURNAMENT. 


The Seventeenth Annual Tournament of the 
American Medical Golfing Association will be held 
in Philadelphia, Monday, June 8, at the Aroni- 
mink Golf Club instead of the Huntingdon Val- 
ley Country Club, as announced in the brochure 
of the Association which was recently mailed to 
members. The Aronimink Golf Club is modern; 
the course is in splendid condition and is inter- 
esting and sporty. The Local Committee is doing 
everything possible to make the tournament a 
great success. The Philadelphia men composing 
the Local Committee on Arrangements are Dr. 
John W. Croskey, Chairman; Dr. Willis F. Man- 
ges, Dr. Fred H. Leavitt, Dr. Frank J. Kelly, and 
Dr. Damon B. Pfeiffer. 


UNITED STATES PUBLIC HEALTH SERVICE. 


A Board of Officers convened in New Or- 
leans, May 18, to examine Assistant Surgeons to 
determine their fitness for promotion to the grade 
of Passed Assistant Surgeon. This Board is com- 
posed of Medical Director L. L. Lumsden, Chair- 
man; Surgeon T. J. Liddell, member; P. A. Sur- 
geon G. H. Faget, recorder. 


On May 4, the Board of Commissioned Officers 
convened in the Marine Hospital to determine the 
eligibility of candidates for commission as Assist- 
ant Sanitary Engineer. 

ELLA AEF LTT 
DR. BENJAMIN A. LEDBETTER. 


The very many friends that Dr. Ledbetter has 
throughout the State of Louisiana will be grieved 
to hear of his death on the 15th of May. Dr. 
Ledbetter had been sick for sometime, but despite 
that fact had gone ahead actively with his work. 


Undoubtedly “Ben” Ledbetter was one of the 
best known doctors in the State of Louisiana. 
Cheerful, happy, forceful, always he was the cen- 
ter of attraction and the life of the party that 
had gathered around him. He had worked hard 
during his life, but still kept time for the amities. 
He could always be counted upon to do his best 
to forward whatever was going on. For some 
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years he represented the Louisiana State Medical 
Society as Chairman of the Committee on Public 
Policy and Legislation, and it was through his 
active endeavors largely that many of the ad- 
vanced legislative enactments were put in force, 
and it was he who was largely responsible for 
the defeat of measures inimical to the profession. 


To all of his friends who will miss Dr. Ledbetter 
he leaves behind him a void which shall be diffi- 
cult to fill. -It will be a long time before such 
a cheerful, happy and entertaining companion 
can be replaced. 

LS IT 


THE INTERSTATE POST GRADUATE 
MEDICAL ASSOCIATION. 

The meeting of this organization will be held 
in Milwaukee, Wisconsin, October 19-23. Dr. 
Henry A. Christian of Boston is the President, and 
Dr. George W. Crile of Cleveland is the Chair- 
man of the Program Committee. The following 
doctors from the South will appear in the pro- 
gram, surgeons being represented by Dr. Dean 
H. Lewis of Baltimore; Dr. John M. T. Finney 
of Baltimore; Dr. W. T. Coughlin of St. Louis; 
Dr. W. D. Haggard of Nashville; Dr. F. K. Bo- 
land of Atlanta; Dr. Irvin Abell of Louisville; 
and Dr. Alton Ochsner of New Orleans. 


The medical section will be represented by the 
following physicians who live in the South: Dr. 
Louis Hamman of Baltimore; Dr. C. S. Burwell 
of Nashville; Dr. J. S. McLester of Birmingham; 
Dr. J. H. Musser of New Orleans; Dr. J. E. Paul- 
lin of Atlanta; Dr. W. T. Vaughan of Richmond. 
The Southern roentgenologists are represented 
by Dr. James H. Martin of Dallas, and the pedia- 
tricians by Dr. W. McK. Marriott of St. Louis. 
In addition to these speakers, there are physi- 
cians from all over the country who will talk 
upon surgical, medical and special subjects. 


WEEKLY HEALTH INDEX OF NEW ORLEANS. 

During the week ending April 18, there was 
reported in New Orleans 140 deaths, with the 
extremely low death rate of 15.6. Seventy-seven 
of the deaths were in the white race, and 63 in 
the colored. In the corresponding week of 1930 
the death rate was 18.9, and the death rate for 
the first sixteen weeks of 1931 is 19.3. The week 
ending April 25 saw a slight rise in the rate, which 
obtained figures of 17.0, as a result of 152 deaths, 
89 in the white race and 63 in the colored. In 
the week ending May 2, the death rate remained 
practically the same as the previous week, this 
week being 17.1, as a result of one more death 
than the corresponding previous week. The in- 
crease in the death rate was most noticeable among 
the colored, there being 71 deaths reported in 
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this week. The death rate of the corresponding 
week of 1930 was 17.4. For the week ending 
May 9, the Division of Vital Statistics of the 
Department of Commerce reports in New Or- 
leans the death rate of 14.9, the lowest that has 


been obtained in many, many weeks. During this 


week there were 134 deaths, 83 white, and 51 
colored. This particular month of the year seems 
to be a particularly healthy one in New Orleans. 
The rate in the corresponding week of 1930 


was 15.5. 


INFECTIOUS DISEASES IN LOUISIANA. 

The United States Public Health Service, in 
collaboration with Joseph O’Hara of the State 
Board of Health of Louisiana, has issued the fol- 
lowing statements concerning the reportable dis- 
eases in the state. For the week ending April 25, 
the outstanding reportable diseases were chicken 
pox, 22; influenza, 33; pneumonia, 38; tuberculosis, 
25; smallpox, 33. Twenty-four of the cases of 
smallpox had their origin in New Orleans. For 
the week ending May 2, there were reported 4 
cases of cerebrospinal meningitis; diphtheria, 19; 
influenza, 19; pellegra, 22; pneumonia, 24; tuber- 
culosis, 27; smallpox, 36; syphilis, 30. Again a 
majority of the smallpox cases came from New 
Orleans, 24 being reported from the Orleans Par- 
ish. For the week ending May 9, there was no 
material difference in the usual reportable dis- 
eases, except that syphilis had jumped up to 
121 cases reported during this week, and gonor- 
rhea to 45. Tuberculosis also had increased, 49 
cases being reported. The smallpox situation re- 
mained about the same, 39 cases in all being re- 
ported. For the week ending May 16, a large 
number of cases of chicken-pox were reported; 
diphtheria had increased; 45 cases of pellegra 
were reported; 30 of pneumonia; only 15 of 
syphilis; and 12 of gonorrhea. During the four 
weeks period represented by these reports, in 
addition to the diseases already specified, of some 
interest is the fact that there were 43 cases of 
typhoid fever reported, 3 cases of undulant fever, 
8 cases of tularemia, and 12 cases of meningitis. 


WOMAN’S AUXILIARY NEWS. 


The Woman’s Auxiliary of the Louisiana State 
Medical Society held their regular session April 
14, 1931 at 10:00 o’clock, a. m., in the Jung Hotel, 
New Orleans—with the President, Mrs. Arthur A. 
Herold presiding. The usual business followed 
such as Secretary’s and Treasurer’s reports which 
were read and approved. A nominating commit- 
tee was selected with Mrs. R. G. Douglas of 
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|Shreveport as Chairman. This committee was re- 
quested to bring in a full slate the following day. 


Resolutions of condolence were drawn up and 
sent to Mrs. Oscar Dowling, one of our former 
State Presidents. Letters were read from Mrs. 
S. A. Collam, President of the Woman’s Auxiliary 
to the Southern Medical Association in regard to 
the meeting to be held in New Orleans November 
18th, 19th, 20th, 1931. A reply was sent assur- 
ing her of our very hearty support and co-opera- 
tion. We were all urged by Mrs. Herold to at- 
tend the A. M. A. meting in Philadelphia in June, 
for so few Southern women seem to be able to 
go to these meetings and the representation is 
very small. 


Very good reports were read by the Presidents 
or their representatives of our three more or 
less new parish Auxiliaries, those of Monroe, 
Minden and Lake Charles. There was discussion 
of the great difficulties of getting the parishes 
interested. Some chairmen of the different dis- 
tricts spoke of how they had written numerous 
times without receiving an answer, and so it was 
resolved that this year we would have a Chair- 
man of Organization and as Mrs. Arthur A. Her- 
old of Shreveport has graciously consented to do 
her all, we are more than confident of good re- 
sults. However, to look back over the work dis- 
passionately I think we are to be congratulated 
on our showing, for the Parish of Orleans with 
its large membership was started about two years 
ago, Shreveport before that and the other three 
in the last year. 


The following day the nominating committee 
brought in this slate and there being no nomina- 
tions from the floor a motion was made and duly 
seconded that it be accepted as a whole. The fol- 
lowing officers were elected. 


President elect, Mrs. R. L. Lucas, Shreveport, 
La. 


Vice-Presidents: First, Mrs. Roy Harrison, New 
Orleans, La.; Second, Mrs. C. R. Gowen, Shreve- 
port, La.; Third, Mrs. L. T. Baker, Shreveport, La.; 
Fourth, Mrs. Claude L. Baker, Minden, La. 


Recording Secretary, Mrs. T. H. Watkins, Lake 
Charles. 


Treasurer, Mrs. W. R. Buffington, New Orleans, 
La. 


Parliamentarian, Mrs. J. E. Walsworth, Mon- 
roe, La. 


The new President, Mrs. H. W. E. Walters of 
New Orleans, took the Chair and spoke of her 
great appreciation of the honor conferred on 
She asked for the aid and help of every 


her. 


i 
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member of the organization. A rising vote of 
thanks was given Mrs. Herold for her splendid 


and efficient work in the past year. 


Now that our business has been duly recorded 
and recognized the State organization desires to 
express its appreciation of the hospitality of the 
New Orleans Auxiliary. We were entertained in 
the most gracious way and the program was one 
that was enjoyed by all, starting with a luncheon 
at the Jung, then the regular monthly meeting of 
the Scciety at the Country Club. On Wednesday 
there was a luncheon at the Orleans Club where 
Mrs. Gilmer (Dorothy Dix) delighted all there 
by her humor in relating some of the many let- 
ters received by her from the lovelorn. Leaving 
the Club we were driven around the city meeting 
again in the late afternoon at the delightful home 
of Mrs. Joseph Hume, the Chairman of Entertain- 
ment. In the evening a movie was seen with a 
trip afterwards to the old French Market and 
partaking there of its celebrated coffee and dough- 
nuts. 


Thursday, au revoir day, was made less sor- 
rowful by a trip through Frenchtown with a pause 
for sandwiches and coffee at Madame Jeans Leg- 
acy, a historical old house, owned by Mrs. I. I. 
Lemann, who extended this courtesy to us. The 
trip to New Orleans added another delightful 
memory to our ever increasing store of interest- 
ing meetings—one in which the New Orleans 
women were just as fortunate as the visitors— 
for their coming will be always remembered as 
something to be thankful for—for it means closer 
friendship ties between all of us. 


From Shreveport comes a report of another of 
their entertaining meetings. It was held in the 
home of Mrs. S. W. Boyce, with six co-hostesses 
and consisted of a garden party and musicale. The 
business meeting where the reports of the offi 
cers and chairmen of the various standing com 
mittees were read, were rendered in a delightfu 
part of the garden thereby making them even more 
acceptable. 


A warm vote of appreciation was given Mis. 
C. R. Gowen for her splendid work during her 
tenure of uffice. And the incoming President touk 
the chair in her usual charming manner. 


Other officers elected were: 


1st Vice-President, Mrs. C. E. Rew; 2nd Vice- 
President, Mrs. B. C. Garrett; Recording Secre- 
tary, Mrs. J. E. Heard; Corresponding Secretary, 
Mrs. J. M. Bodenheimer; Treasurer, Mrs. W. B. 


Heidom; Publicity Chairman, Mrs. Dorf Beau. 
The musical program being excellent was en- 

joyed by all. After this refreshments were 

served. This ended not only a successful meet- 


ing but another year of the Shreveport Auxiliary. 


Mrs. Hunsberger, President of the Woman’s 
Auxiliary to the A. M. A., en route to her home 
in Norristown, Pennsylvania, remained over be- 
tween trains in New Orleans for a conference 
with the Louisiana State President. Unfortunate- 
ly our President did not have time to invite any of 
the New Orleans ladies to meet her, which was 
our misfortune for Mrs. Walther tells of her 
gracious personality. 


The Woman’s Auxiliary to the Orleans Parish 
Medical Society brought their activities for the 
year to a close on Wednesday, May 13, when 
they met at the Orleans Club for the election of 
officers for the coming year. 


Mrs. J. Ambrose Storck, the retiring president 
who has served for two years and worked so un- 
selfishly and successfully in guiding the organiza- 
tion, conducted the meeting. The yearly reports 
of the officers and the chairmen of the various 
committees were read., These showed the accom- 
plishment of very creditable work and a con- 
siderable growth and development. Though but 
two years old it has advanced very rapidly and 
now has a membership of 267. As a token of the 
affection and regard of the members for Mrs. 
Storck and their appreciation. of her work, she 
was presented with a Newcomb pottery vase 
filled with spring flowers. Mrs. A. L. Levin made 
the presentation. 


The new officers elected: 


Mrs. S. M. Blackshear, President; Mrs. John H. 
Musser, 1st Vice-President; Mrs. John Smythe, 
2nd Vice-President; Mrs. P. Jord Kahle, 3rd Vice- 
President; Mrs. Isidore Cohn, 4th Vice-President; 
Mrs. J. W. Warren, Recording Secretary; Mrs. 
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W. Rogers Brewster, Corresponding Secretary; 
Mrs. Chaillé Jamison, Treasurer; Mrs. Ernest 
Allgeyer, Chairman Publicity; Mrs. F. E. LeJeune, 
Parliamentarian. 


They were introduced by the retiring president. 
The incoming executive, Mrs. Blackshear, in ac- 
cepting her new office, made a short address to 
the members. 


Following the meeting a pleasant social hour 
This took 
place in the dining room of the club, where the 


was enjoyed at the annual luncheon. 


guests were seated at long tables beautifully dec- 
orated with spring flowers. A large number of 
the members were present. The next meeting 


of the Avxiliary will be in October. 


The Minden Auxiliary writes of a very delight- 
ful luncheon given in the home of their President, 
Mrs. Benton, thus ending their official business 
for the year. There will be, however, informal 
meetings to discuss ideas for the progress which 
Dr. Heidon, Sec- 


retary of Fourth District Medical Society was 


this Auxiliary is sure to make. 


with the ladies at this meeting and plans were 
made to organize on June 22, at the invitation of 
the doctors, a District Auxiliary. Dr. Barrow, 
President of the Louisiana State Medical Society 
has also requested this organization. 


CORRESPONDENCE. 
May 11, 1931. 


New Orleans Medical and Surgical Journal, 
New Orleans, La. 


Gentlemen: 


I am just in receipt of your May issue of the 
journal in which appears a review and opinion 
of my book. 
for this review and assure you that I appreciate 
your frank opinion as to its merits and future 


possibilities. 


I want to thank you most heartily 


I appreciate the man who has an opinion and 
is willing to express it even though it differs from 
mine, and I give this privilege to all, in medicine, 
religious, business, political, and social affairs and 
I also reserve the right to have my own opinion 
in these matters. 


However, I am sorry that you received the 
impression that I intended for my book or method 
of diagnosis to take the place of any other method 
in arriving at a diagnosis, for this was not the 
intent of its publication and I so stated in several 
places in the book and in the letters accompany- 
ing the book, and often times I have called doc- 
tors’ attention to the fact that it is not a me- 
chanical device, slide rule, nor a diagnostic ma- 
chine with which to grind out a diagnosis from 
a few symptoms, but that its sole purpose is for 
a quick reference book and an aid in making a 
diagnosis by being arranged so that the examiner’s 
mind will be called to some diseases that he might 
overlook and to aid him in getting the diagnostic 
value of a symptom, and in finding the diagnostic 
value of groups of symptoms which sometimes 
is capable of befuddling the minds of all, and 
another real good purpose of the book, I think, 
is, that it will certainly encourage the examiner 
to examine his patient and try to get all the 
evidence possible for the conviction of any disease, 
for he will soon see that none of our diseases 
may be convicted from just a little circumstantial 
evidence; the examiner will also be encouraged 
to make a list of all the symptoms found and 
to arrive at some conclusion before sending the 
patient on his rounds to many different labora- 
tories and to argue a little bit with the roentgen- 
ray should it decjde to disagree with him in his 


final conclusions. 


These are the views that I take of the book, 
but, as all young authors, perhaps I see too much 
in it, however, I am preparing a little paper with 
a heading like this, “Diagnosis by analytical 
thinking’? versus ‘Mathematical reasoning” or 
in the meaning of my book “Mathematical reason- 
ing” aided by “Analytical thinking.” Not being 
gifted with the ability to appear before an audience 
and read a paper, I will seek its publication in some 
journal and will be glad to submit it to you for 
the Journal, provided you approve of its contents 
being worthy of publication. 


Again thanking you for your review and assur- 
ing you of my appreciation of its publication, 
I am, 


Yours very respectfully, 


W. L. Kitchens. 
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Congratulations to President John C. Culley, M. D. 


Dr. John C. Culley, Oxford: Born 1886; Van- 
derbilt University School of Medicine, 1909; 
licensed, 1908; Kappa Sigma; Alpha Kappa Kappa; 
Mason. Has served as vice-president of the North 
Mississippi Six Coun- 
ties Medical Society 
and of the Mississippi 
State Medical Associ- 
ation, and _ councillor, 
second district, of the 
Mississippi State Med- 
ical Association. Is a 
fellow of the American 
Medical Association and 
of the American Col- 
lege of Surgeons; is a 
member of the South- 
eastern Surgical Con- 
gress. University phy- 
sician, University of 
Mississippi; specialty is 
surgery; owner and 
operator of the Oxford 
Hospital. 


GREETINGS. 

The Warren County 
Health Department, in 
appreciation of the 
kindly words and good 
counsel given this de- 
partment by our retir- 
ing president, Dr. E. F. 
Howard, and being cog- 
nizant of his faithful 
and efficient services rendered the 
Association of our State, would feel derelict in its 
duty to fail to recognize the exalted opportunity 
that confronts his successor, Dr. John C. Culley, 
and to hasten to congratulate him in coming into 
that position that has been made possible by the 
confidence he has engendered in his brother prac- 
titioners of the State, who have called him to 
leadership in the progressive march curative and 
preventive medicine is making in our great com- 
monwealth. We also wish to pledge to Dr. Culley 
our kindest sympathy, our willingness to serve and 
co-operate with him in every forward step that 
makes for the betterment of the profession, the 
health and happiness of our people. 

F. Michael Smith, Director, 
Warren County Health Department, 
Vicksburg. 


Medical 





We fellows in North Mississippi are justly 
proud of Dr. John C. Culley. We are not recog- 
nized so much up in this section but with John 
Culley as our leader we are going to prove to 
you that we are still on 
the map. 

W. H. Curry, 
Eupora, Editor, 
Webster County. 


We voice the senti- 
ment of every doctor in 
Winston County in con- 
gratulating the Missis- 
sippi State Medical As- 
sociation in having Dr. 
Jno. C. Culley as presi- 
dent this year. 

M. L. Mongomery, 

Louisville, Editor, 
Winston County. 


Vice-President C. W. 
Patterson of Rosedale 
and Councilor L. L. 
Minor addressed the 
North Mississippi Med- 
ical Society at a recent 
meeting at Holly 
Springs. Good attend- 
ance and much interest 
were manifested at the 
meeting. 

Cur State President, Dr. John C. Culley, is a 
memlhor of this fine Society. We feel sure that 
Dr. Culley will guide the Association in proper 
channels and we hope that his administration will 
be the best in the history of the Association. 

L. L. Minor, R. 4, Memphis, 
Councilor, Second District. 


I am much pleased to notice that you have 
designated the next issue of the Journal as “The 
John C. Culley number.” I am sure that the entire 
membership will be glad to see this splendid repre- 
sentative of our profession and the incoming presi- 
dent of our Association so honored; for well does 
he deserve it. I became a member of the Asso- 
ciation in 1903, when I was but a “boy doctor”— 
have missed but one meeting since. Soon after 
this John Culley entered the ranks and joined the 
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fighting squadron. He has been on the firing line 
continuously ever since. Among the older mem- 
bers of the Association when I joined it was his 
venerable father and he was one of the few who 
noticed me and spoke words of welcome and en- 
couragement to me. I shall never forget how com- 
forting was this notice and encouragement. Then 
should it seem strange that I should glady join in 
saying, “All honor to John Culley?” 


G. S. Bryan, Amory, 
Past President and Editor, Monroe County. 


As superintendent of one of the state charity 
hospital, I express the opinion that the charity 
hospitals, in addition to giving the best care to 
the patients who come within their portals, owe 
a debt to organized medicine, in that they will 
ever strive to improve hospital service, and stan- 
dards, to the end that the patients and Mississippi 
medicine will be benefitted. 


I believe also that organized medicine owes a 
debt to the state charity hospitals, in that it 
should lend its support and aid in improving 
service to the patients, and that through them 
medical education will be improved. 


I believe that under the able leadership of the 
incoming president of the state association, Dr. 
John C. Culley of Oxford, the whole of Mississippi 
medicine will be improved. 


J. A. Rayburn, Superintendent, 
Natchez Charity Hospital. 


I am just in receipt of your letter of May 2nd. 
I am always glad to see your name in the upper 
left hand corner on an envelope in my mail, 
because your letters always contain something in- 
teresting and always suggest something helpful. 
Your suggestion that the component Societies over 
the state, make a special effort, through the medium 
of the New Orleans Medical and Surgical Journal, 
the official organ of the Mississippi State Medical 
Association, to BOOST Doctor John C. Cully as he 
assumes the duties of the President of the State 
Association is a good one. In my opinion it is 
much more helpful to boost a man in his position, 
as he starts, support and encourage him, make 
him know that every Medical Society in the State 
is backing him, then to wait until he has made the 
run and then congratulate him on the fine run he 
has made, and try to tell him how we have been 
supporting him along the way. 


I don’t remember that we have ever had any- 
thing but good presidents of the State Association, 
but we have never had a president who was as 
good as he would have been if he had better 
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support from the component Societies, and no 
Society ever supported the president so well that 
it could not have supported him better. 


If the secretaries of all the County Societies in 
the State, and the society editors of all the Socie- 
ties would give just two hours each month in 
helping the State Editor in his effort to make the 
Journal a successful Mississippi Journal, what a 
help it would be to him. Please don’t misunder- 
stand me, I am not criticizing the Journal, I would 
not if I could, and I could not if I would, but I do 
say that the Journal would be bigger and better 
if it could, through the medium of our very 
efficient editor, get the combined, and united sup- 
port of all the County Society Secretaries and 
society editors. Mr. Society Secretary, when you 
receive your copy of the Journal and look through 
the Journal and fail to find your Society repre- 
sented, it is due to one of only two causes, may be 
both of them, viz: either you or the county editors 
failed to support the State Editor in making up 
the number of the Journal. 


With the increased support of each County 
Society we will have a bigger and better State 
Association, and a bigger and better Journal. All 
in the world our editor needs is the co-operation 
of the officers of the County Societies In support- 
ing our editor we are supporting our president, in 
supporting our editor and our president, we are 
giving ourselves a better Journal every month. 

With best wishes for the JOHN C. CULLEY 
NUMBER, 

I. E. Stennis, McComb, 
President Pike County Medical Society. 


Though all is quiet and within the ordinary 
with us at home, yet there is approaching an 
event in the proceedings of our State organization 
that is of great interest to us—the approaching 
advancement of Dr. J. C. Culley to the Presidency 
of the Mississippi State Medical Association. 
There is not a man within our jurisdiction who 
is more deserving than Dr. Culley. It is with 
much pride and satisfaction that we expect to see 
him grace the position to which he shall soon be 
exalted and here and now we gladly pledge our- 
selves to give him our whole-hearted support 
which he so justly deserves. 


With kindest personal regards, I am, 


E. B. Burn, Ecru, 
Editor, Pontotoc County. 


Our staff is one hundred per cent behind the 
president of the Mississippi State Medical Asso- 
ciation, Dr. John C. Culley. The writer has known 
May I personally, as 


Dr. Culley for many years. 
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well as our staff as a whole, unite in expressing 
what we all feel and know, that the Mississippi 
State Medical Association will be in for a year of 
great progress under his able leadership. 


Thos. J. Crofford, Staff Editor, 
Mississippi Baptist Hospital, Jackson. 


OFFICERS OF THE MISSISSIPPI STATE 
MEDICAL ASSOCIATION. 


1931-1932. 


President, John C. Culley, Oxford; President- 
elect, James M. Acker, Jr., Aberdeen; Vice-Presi- 
dents, Clyde M. Speck, New Albany; Charles 
Clifton Buchanan, Hattiesburg; Richard Baker 
Austin, Forest; Councilors: First District, J. W. 
Lucas, Moorhead; Second District, L. L. Minor, 
R. 4, Memphis, Tenn.; Third District, M. W. 
Robertson, Rienzi; Fourth District, Thomas J. 
Brown, Grenada; Fifth District, Willie E. Watson, 
Brandon; Sixth District, W. G. Gill, Newton; 
Seventh District, Joseph E. Green, Richton; Eighth 
District, J. W. D. Dicks, Natchez; Ninth District, 
D. J. Williams, Gulfport; Historian, E. F. Howard, 
Vicksburg; Associate Editor, Jacob S. Ullman, 
Natchez. Nominations to the Mississsippi State 
Board of Health: First District, Milton W. 
Robertson, Rienzi; James R. Hill, Corinth; James 
W. Lipscomb, Columbus; Third District, L. B. 
Austin, Rosedale; A. J. Brown, Clarksdale; I. I. 
Pogue, Scott. 


Fraternal Delegates: To the Alabama State 
Medical Association, Edward C. Parker, Gulfport; 
to the Tennessee State Medical Association, Wil- 
liam H. Anderson, Booneville; to the Louisiana 
State Medical Society, Edley H. Jones, Vicksburg; 
to the Arkansas State Medical Association, C. W. 
Patterson, Rosedale. 


Delegate to the American Medical Association, 
Henry Boswell, Sanatorium. 


MISSISSIPPI STATE HOSPITAL 
ASSOCIATION. 

The annual meeting of the Mississippi State 
Hospital Association was held in Jackson, May 13, 
in conjunction with the meeting of the Mississippi 
State Medical Association. The entire day was 
devoted to a discussion of hospital affairs and 
problems in Missisippi and all meetings were well 
attended and interesting. More than one hundred 
members and guests attended the banquet of the 
Association in the evening. 


Proposed activities for the coming year: 


1. To endeavor to see that any compensation 
law enacted establishes fair and close working 


relations between hospitals, industries, and the 
State Compenation Commission. 


2. To obtain official recognition and a definite 
position in the State. 


3. To take a part in any plan proposed for com- 
munity hospitals. 


4. To work to remove our Charity Hospitals 
from politics, to the end that by placing their 
heads in positions permanent on good behavior, 
there may be an incentive to make them teaching 
institutions equal to any hospitals in the country. 


5. To place on the membership roster the names 
of every reputable medical institution, hospital 
administrator and staff member, members of 
Boards of Trustees and all others who contribute 
to the material support of the Hospitals of 
Mississippi. 


6. To establish a minimum standard for hos- 
pital membership. 


7. To emphasize a closer relationship between 
the medical men on the staff and the administrative 
control of each institution. 


8. To work out a plan for a standardization of 
hospital supplies and equipment to the mutual 
benefit of institution and doctor. 


9. To investigate and work out an all-inclusive 
hospital fee to meet the demand for a reduction 
in the costs of medical care to the end that the 
patients may have on admission an open statement 
of itemized costs. 


10. To work out a plan for co-operative buying 
of hospital supplies. 


11. To develop a plan for the collection of ac- 
counts for automobile and other accident cases. 


12. To isssue and mail at least quarterly a 
bulletin or letter of information in regard to the 
problems and activities of the Association, and to 
maintain a department of questions and answers 
as a clearing house for hospital problems over the 
State. 


13. To record the history of the hospitals of 


14. To endeavor to solve the problem of visitors 
to patients. 


15. To serve the definite purpose of bringing 
together hospital people. 


The Hospital Association expressed much appre- 
ciation of the many courtesies extended by the 
Mississippi State Medical Association and is very 
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grateful for the following resolution adopted by 
the Medical Association: 

“Resolved: That the Mississippi State Medical 
Association in annual session assembled acknowl- 
edges the greetings of the Mississippi Hospital 
Association, and in view of the cordial relations 
existing at this session, gladly accepts the offer of 
co-operation in solving the problems of the medical 
profession as regards hospitals, and further ex- 
tends an invitation to the Mississippi Hospital 
Association to hold its annual session in conjunc- 
tion with the sessions of the Mississippi State 
Medical Association in the years to come.” 


Officers of the Mississippi State Hospital Asso- 
ciation for the coming year are: President, Leon S. 
Lippincott, M. D., Vicksburg; Vice-President, 
W. B. Dickerson, M. D., McComb; Secretary- 
Treasurer, C. M. Speck, M. D., New Albany; 
Board of Directors, W. Hamilton Crawford, Hat- 
tiesburg, Mrs. Grace Moss, Gulfport, and V. B. 
Philpot, M. D., Houston. 


REPORT OF FRATERNAL DELEGATE. 
May 12, 1931. 


To the President and House of Delegates of the 
Mississippi State Medical Association: 


On April 14, 15 and 16, I attended the Fifty- 
second Annual Meeting of the Louisiana State 
Medical Association, as your fraternal delegate. 


The meeting was an excellent one, well attended, 
and the program well balanced and interesting. 
The scientific sections met in the new Hutchinson 
Memorial Building of Tulane University, one of the 
finest buildings devoted to the teaching of medi- 
cine in the country. The open meeting was held 
at the Jung Hotel and included a reception to the 
President and officers and a dance. Pre- and post- 
convention clinics were given at the various hos- 
pitals of New Orleans. 


We can always learn 


fellows. 


something from our 
The scientific programs gave proper con- 
sideration and included papers from all of the 
specialties. Under Medicine, there were papers 
under medicine and therapeutics, pediatrics, ner- 
vous diseases, bacteriology and pathology, and 
gastroenterology. Under Surgery, were included 
papers dealing with general surgery, dermatology, 
gnecology and obstetrics, eye, ear, nose, and throat, 
urology, radiolagy, and orthopedic surgery. It 
might be that we could profit from this example. 


I was struck by the fact that nearly all of the 
papers presented were by Louisiana doctors. In 
the section on Public Health and Sanitation, of ten 
papers, nine were from Louisiana. The one other 
was presented by Dr. Felix J. Underwood of our 


Mississippi State Medical Association 


Association. In the section on Medicine and Allied 
Branches, of 37 papers, all were by Louisiana men. 
In the section on Surgery and Allied Branches, 
51 of 53 papers were from Louisiana. Of the two 
annual orators, one was from Louisiana. The Lou- 
isiana Society evidently believes that their meet- 
ings are for Louisiana doctors. I think I would 
agree with this stand. 


In my opinion, our Louisiana neighbors have a 
way of conducting the meetings of their House of 
Delegates which is a distinct improvement on our 
own method. The House meets on the day pre- 
ceding the first day of scientific sessions and has 
the whole day to devote to business without 
interruption. During that day, practically all of 
the business of the Society is completed and no 
further meetings are required or held until the 
last day, when a short session completes the work. 
It might not be practical for us to devote a whole 
day to the meeting of our House of Delegates, but 
it might be possible to devote all of the first fore- 
noon to business, thus avoiding the rush that some- 
times occurs and the necessity of further sessions 
until the last day. It would probably insure 
better attendance of delegates. 


Further, in Louisiana, as with the American 
Medical Association, the House of Delegates is 
presided over by a speaker who is elected by the 
delegates and is usually re-elected from year to 
year over a considerable period. This custom re- 
lieves the President of the Society, who is other- 
wise always busy and may not always be best 
fitted for conducting a business session with dis- 
patch and order. It also allows for the choice of 
a trained parliamentarian as speaker, who by 
re-election and service year after year learns all 
the “ropes” and is able to make the House his 
business in the Association. 


In the program of the Louisiana Society are 
printed the names of the delegates. Such a list 
sent to all members in advance, might serve to 
remind men who have been elected that they are 
expected to attend the meetings, and would be 
valuable for check at the meetings. 


The officers of the Louisiana Society were very 
kind to me. I enjoyed every minute of my stay 
in New Orleans and I take this opportunity of 
thanking you sincerely for the honor conferred 
upon me by this Association. 


Leon S. Lippincott. 


FRATERNAL DELEGATE FROM LOUISIANA. 


Dr. Randolph Lyons; Secretary of the Committee 
of the New Orleans Medical and Surgical Journal, 
attended the meetings of the Mississippi State 
Medical Association as Fraternal Delegzte from 
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the Louisiana State Medical Society. He was 
officially introduced and welcomed by President 
E. F. Howard at the opening session of the House 
of Delegates. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 
Because of the meeting of the Mississippi State 
Medical Association, no meeting of the Society 
was held in May. 


The June meeting of the Society will be a joint 
session with the Fifth District Medical Society 
of Louisiana at Monroe, Louisiana, Tuesday, June 
16, at 5:30 p. m. The program, as announced 
by Dr. F. P. Rizzo, Secretary of the Fifth Dis- 
trict Society, will include the following: 


Dr. Emmett Lee Irwin of New Orleans is go- 
ing to talk on, “The Early Diagnosis of Some 
Acute Abdominal Conditions.” 


Dr. J. Edgar Stewart, St. Louis, on “Fractures 
of the Upper End of the Femur.” 


Dr. H. W. Kostmayer, New Orleans, on “Office 
Treatment of Gynecological Cases.” 


On July 14, the Issaquena-Sharkey-Warren 
Counties Medical Society and the Central Medical 
Society will hold a joint meeting in Vicksburg. 


VICKSBURG SANITARIUM. 

The regular monthly meeting of the staff of the 
Vicksburg Sanitarium was held on Saturday, May 
9, with ten members of the Staff and two visitors 
in attendance. After a consideration of hospital 
business, reports from the records department 
and analysis of the work of the hospital, special 
case reports were made as follows: 


Carcinoma of the Cervix Uteri—Dr. G. M. 
Street. 


Ruptured Tubal Pregnancy.—Dr. A. Street. 


Perirenal Infection with Abscess Formation.— 
Dr. J. A. K. Birchett, Jr. 


Miliary Tuberculosis.—Dr. L. J. Clark. 


Selected Radiographic studies of nine cases of 
pulmonary conditions were presented. 


The meeting closed with a lunch. 


ADAMS COUNTY. 

Dunbar Shields, son of Dr. J. D. Shields, of 
Natchez, a senior in medicine at Tulane Univer- 
sity, has been awarded an internship in St. Luke’s 
Hospital, St. Louis, Mo. 


Charles Chamberlain, son of the late Dr. C. 
T. Chamberlain of Natchez, also a senior in medi- 


cine at Tulane University, will serve an intern- 
ship at Newell’s Sanatorium in Chattanooga, Tenn. 

Miss Ann Sanders, a graduate of Houston Hos- 
pital, Houston, has been elected superintendent 


of nurses of the Natchez Charity Hospital to 
succeed Mrs. Jessie Tyer. 


L. Wallin, Natchez. 


CLAIBORNE COUNTY. 


The Claiborne County Medical Society met 
May 6 in the office of Dr. G. W. Acker, Port Gib- 
son. Those present were Dr. J. V. May, Presi- 
dent; Dr. G. W. Acker, Secretary; Dr. R. A. Se- 
grest and Dr. W. N. Jenkins. This was the first 
meeting of this society in a number of years and 
it was decided to hold quarterly meetings, the 
dates to be the second Wednesday of each quar- 
ter and the next meeting to be on the second 
Wednesday in June. 


We are glad to have Dr. May and Dr. Segrest 
affiliate with the County Society, Dr. May bring- 
ing his membership from the Issaquena-Sharkey- 
Warren County Society and Dr. Segrest from 
the Tri-County Society. 


An effort is being made to have all the physi- 
cians in the county members of the society and 
to function actively. 


W.N. Jenkins, Port Gibson. 


WOMEN’S AUXILIARY. 


At the annual meeting of the Women’s Auxil- 
iary of the Mississippi State Medical Association 
at Jackson in May, the following officers for the 
year were elected: 


President, Mrs. G. D. Mason, Lumberton; Pres- 
ident-elect, Mrs. Henry Boswell, Sanatorium; First 
VicePresident, Mrs. A. Street, Vicksburg; Second 
Vice-President, Mrs. W. Pool, Cary; Third Vice- 
President, Mrs. W. R. Adams, Ripley; Fourth 
Vice-President, Mrs. J. P. Culpepper, Hattiesburg; 
Recording Secretary, Mrs. H. L. Van Alstine, 
Jackson; Treasurer, Mrs. E. C. Parker, Gulfport; 
Parliamentarian, Mrs. D. J. Williams, Gulfport; 
Historian, Mrs. M. H. Bell, Vicksburg; Councilors: 
First District, Mrs. M. L. Cockerham, Gunnison; 
Second District, Mrs. J. C. Culley, Oxford; Third 
District, Mrs. W. H. Cleveland, Tupelo; Fourth 
District, Mrs. W. H. Curry, Eupora; Fifth Dis- 
trict, Mrs. E. F. Howard, Vicksburg; Sixth Dis- 
trict, Mrs. W. G. Gill, Newton; Seventh District, 
Mrs. L. L. Polk, Purvis; Eighth District, Mrs. W. 
R. May, Brookhaven; Ninth District, Mrs. P. E. 
Werlein, Biloxi. 
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HARRISON-STONE-HANCOCK MEDICAL 
SOCIETY. 


Dr. D. J. Williams, President, of the Harrison- 
Stone-Hancock Medical Society has made the fol- 
lowing appointments to the Board of County Edi- 
tors: For Hancock County, Dr. C. M. Shipp, Bay 
St. Louis; for Stone County, Dr. S. E. Dunlap, 
Wiggins; for Harrison County, Dr. Cummings 
McCall, Gulfport. Dr. McCall is also Secretary 
of the Society this year. 


SECRETARIES OF COUNTY MEDICAL 
SOCIETIES 


At the call of Dr. T. M. Dye, Secretary of the 
Mississippi State Medical Association, a luncheon 
meeting of the Secretaries of County Societies 
was held at the Edwards Hotel, Jackson, on 
May 13. Those present were Dr. T. M. Dye, 
Clarksdale; Dr. J. H. Newcomb, Richton, Secre- 
tary of the South Mississippi Medical Society; 
Dr. J. M. Acker, Jr., Aberdeen, Secretary of the 
North-East Mississippi Thirteen Counties Medical 
Society; Dr. Cummings McCall, Gulfport, Secre- 
tary of the Harrison-Stone-Hancock Medical So- 
ciety; Dr. R. H. Brumfield, McComb, Secretary 
of the Pike County Medical Society; Dr. D. V. 
Galloway, Clarksdale, Secretary of the Clarksdale 
and Six Counties Medical Society; Dr. R. C. Fin- 
lay, Greenville, Secretary of the Delta Medical 
Society; and Dr. Leon S. Lippincott, Vicksburg, 
Secretary of the Issaquena-Sharkey-Warren Coun- 
ties Medical Society. 


A permanent organization was perfected, with 
Dr. J. M. Acker, Jr., as President and Dr. Leon 
S. Lippincott as Secretary. 


It was voted to hold a luncheon meeting annually 
on the second day of the meeting of the Missis- 
sippi State Medical Association, and to invite a 
nationally known speaker for each meeting. Dr. 
T. M. Dye was made a member, ex-officio. 


WEBSTER COUNTY. 


Dr. O. W. Roberts, who has been practicing 
medicine at Sturgis for a number of years, has 
moved to Eupora to practice his profession. 


Dr. S. L. Taylor of Hahaulinden community, 
has been confined to his room for three weeks 
as a result of an attack of influenza. 


We have twelve active practitioners in Webster 
County and I doubt if there is a County in the 
State that can show a more loyal and ethical 
group of doctors. 


W. H. Curry, Eupora. 


WINSTON COUNTY. 
The Winston County Medical Fraternity met 
in regular session April 14, with the usual in- 
terest manifested. 


Dr. E. L. Richardson has been confined to 
his room with an infected area in his foot, but 
is out again. 


Dr. W. W. Hickman had the misfortune of 
losing his home by fire a few days ago. He in- 
forms us he had no insurance. 


M. L. Montgomery, Louisville. 


TISHOMINGO COUNTY. 

The many friends in the profession and out of 
Dr. A. F. Whitehurst, Iuka, will be glad to learn 
that he is again active and jolly—able to take 
care of his extensive practice. Dr. Whitehurst 
was stricken last September with apoplexy, being 
completely disabled for a few months, but has 
apparently entirely recovered. 


We are gratified to learn that the case of Dr. 
A. H. Montgomery, Burnsville, versus the South- 
ern Railway Company, which has been pending 
in the courts for some time, has been settled by 
compromise. Dr. Montgomery received compen- 
sation to the amount of $15,000. A few years 
ago the doctor was extensively and permanently 
injured by a Southern train at a crossing near 
Leighton, Alabama. 

K. F. McRae, Belmont. 


WARREN COUNTY. 
Dr. Guy P. Jarratt attended the meeting of the 
Southern Pediatric Association which was held 
recently at the Edgewater Gulf Hotel. 


Drs. L. S. Lippincott, Guy P. Sanderson, and 
Edley H. Jones attended the 17th District Rotary 
Conference in Gulfport. 


As a token of their personal esteem, the mem- 
bers of the Eye, Ear, Nose and Throat section 
of the Mississippi State Medical Association pre- 
sented President E. F. Howard with a desk set 
during the annual meeting of the section. 


Dr. and Mrs. C. F. McCuskey were the house 
guests of Dr. and Mrs. W. H. Parsons for a few 
days prior to the State Association Meeting. Dr. 
McCuskey is the associate chief of the anaesthetic 
department of the Mayo Clinic. 


Dr. John P. Henry, allergist of Memphis, Tenn., 
visited Dr. and Mrs. Edley Jones during the State 
Medical meeting. 

Edley H. Jones, Vicksburg. 
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VICKSBURG HOSPITAL. 

At the regular staff meeting of the Vicksburg 
Hospital on Thursday, April 16, in addition to 
the members of the staff, Drs. G. W. Gaines of 
Tallulah, La., and W. H. Scudder of Mayersville, 
were present. The following program was pre- 
sented: 


Routine business. 


Report of the Recent Meeting of the American 
Association for the Study of Goiter.—Dr. W. H. 
Parsons. 


Discussion of twenty-five questions as set forth 
by the American College of Surgeons for Hos- 
pital Standardization. 


Refreshments were served and the meeting 
adjourned. 


At the meeting of the staff of the Vicksburg 
Hospital on Saturday, May 9, besides the members 
of the staff, there were present Dr. G. W. Gaines 
of Tallulah, Louisiana, and Dr. C. F. McCuskey, 
Associate Chief of the Anesthesia Department 
of the Mayo Clinic. The following program was 
presented: 


Routine business. 


Exstrophy of the Bladder, With Presentation 
of a Case.—Dr. W. H. Parsons. 


Injuries to the Eye, With Case Reports.—Dr. 
Edley H. Jones. 


Demonstration of Testing Roentgen-Ray Films. 
—Dr. Guy P. Sanderson. 


Spinal Anesthesia.—Dr. C. F. McCuskey. 


Refreshinents were served and the meeting 
adjourned. 


CRAWFORD CLINIC. 


Dr. Walter W. Crawford has announced the 
association of Dr. Henry Baby of Montreal as 
Chief of the Eye, Ear, Nose and Throat Depart- 
ment of the Crawford Clinic at Hattiesburg. 


PIKE COUNTY MEDICAL SOCIETY. 


Dr. R. H. Brumfield, Secretary, reports that 
the Pike County Medical Society met in the Palm 
Room, McColgan Hotel, McComb, on May 7, at 
7 p. m., with the following members present: Drs. 
I. E. Stennis, President; W. O. Biggs, W. F. Cot- 
ton, T. E. Hewitt, B. J. Hewitt, H. C. Hatcher, 
L. J. Rutledge, L. D. Dickerson, L. W. Brock, 
M. D. Ratcliff, E. M. Givens, Thomas Purser, and 
R. H. Brumfield. 


Dr. I. D. Boyett, Kentwood, La., and Dr. B. 
L. Crawford, Tylertown, were guests of the so- 
ciety. 


The following program was presented: 
Congenital Cataracts—A case report.—Dr. W. 
F. Cotton. 


The Treatment of Acute Traumatic Cranio- 
Cerebral Injuries.—Dr. H. C. Hatcher. 


DR. W. S. WEISSINGER. 

Dr. W. S. Weissinger of Hernando died after a 
brief illness on April 15, 1931. He was an hon- 
orary but an active member of the DeSoto Coun- 
ty Medical Society. He was a native Mississip- 
pian born in 1847, a valiant soldier in the Con- 
federate Army; his family properety was lost 
during the devitating years of and after the Civil 
War. He taught school for two years, then at- 
tended a medical school in Louisville, Kentucky, 
completing his medical studies in 1870 at Tulane 
Medical College, New Orleans. He practiced his 
chosen profession successfully in this county over 
fifty years. He was a Southerner of the true 
type, gallant, sincere, true and just. He was a 
consistent member of the Methodist Episcopal 
Church, South, a Mason and withall, a Christian 
gentleman. 


We will miss him in our metings. A beautiful 
floral offering was placed on his grave by mem- 
bers of the local medical Society. 


L. L. Minor, secretary. 


PONTOTOC COUNTY. 

It is a real pleasure as County Correspondent 
to make an attempt to inform the Medical Society 
on the outside of the County of the course of 
events within our County of Pontotoc. Our doc- 
tors have been kept quite busy with a wave of 
mild influenza, allergic manifestations and the 
general county-wide affairs of the physician. 
Nothing of unusual importance has taken place 
with the fraternity of this county individually. 


Eliam B. Burns, Ecru. 


MONROE COUNTY. 

I am in receipt of your form letter to “County 
Editors” and shall without delay, try to answer it. 
My reply will not, in any sense, carry any scien- 
tific data, but on the other hand will express a 
few personal thoughts and sentiments. 


First, I will say that I am all a-tip-toe with an- 
ticipation of pleasant expectations and friendly 
greetings to be experienced at the meeting in 
Jackson next week. I, always, consider this occa- 
sion a red letter week in each year’s calendar. 
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Next, I want to express my appreciation of 
your splendid efforts to serve the Association as 
chief of its editorial staff. I fear that few of 
us have stopped to consider or think of how ex- 
acting and difficult the duties devolving upon you 
are, or of how faithfully and efficiently you have 


discharged them. If my commendation should 


be gratifying to you, I shall be glad that I have 
voiced it. 


I have but little, if any, news to pass along; 
for it seems a doctor’s life is drab and prosaic. 
Fortunately, I have no deaths to chronicle among 
the membership of our society since last reports. 
If there have been marriages or births they have 


not been made known to me. Finances are rather 


“elose’’ with most of us, I fancy. So no exten- 


sive trips or tours abroad have been indulged in 
by any of our membership. Our last meeting was 
at Starkville in March. It was a very enjoyable 
meeting, though not very largely attended. Quite 
a few visitors were with us—our President, Dr. 
Howard, among them. Of course they were all 
very welcome. Ours is, perhaps the largest— 
certainly the best—component society in the 
Association, and the one distinguishing feature of 
this society is the hearty welcome that is extended 
to doctors out of our bounds. 


On next Monday morning I shall leave home 
for Jackson, and as is my custom, I plan to stop 
for a moment’s call upon Dr. W. H. Young of 
Grenada. 


Dr. Young, I consider as “the outstanding grand 
old man” of our family. He is disabled, of course, 
but his heart will never grow old. 


I shall be attended on this trip—in fact I shall 
be his travel guest—by Dr. C. E. Boyd of Hatley, 
this county. Dr. Boyd has never attended one 
of our State meetings and it will be a great 
pleasure to introduce him to the membership and 
to vouch for him in all particulars. He is, at 
present our local president and delegate to the 
State Asseciation. On the occasion of his elec- 
tion to the presidency, he came to me and said 
“I, this day turn over a new leaf—I shall not 
permit my private work to hinder me from attend- 
ing all meetings, both local and state, during the 
year of my presidency, at least.” So I know, full 
well, he has enlisted, not “for a day or a week” 
but for life. 


I am counting on seeing you and many, many 
of my dearest friends next week. “So long until 
then (tomorrow).” 


G. S. Bryan, Amory. 


forth a wealth of interesting discussions. 
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COPIAH COUNTY. 

Dr. J. M. Catchings of Hazlehurst, Copiah 
County, one of the most prominent physicians of 
South Mississippi, is seriously sick in a Jackson 
Hospital. 


His condition at first (about two weeks ago) 
was desperate, but he is showing a comeback, and 
friends and relations are now hopeful of his re- 
covery. W. L. Little, Wesson. 


CENTRAL MEDICAL SOCIETY. 

At the April meeting of the Central Medical 
Society held at the Edwards Hotel, the Issaquena- 
Sharkey-Warren Counties Medical Society was 
the guest of the local society and gave the fol- 
lowing very interesting program: 


The Heart in Pregnancy.—Dr. L. J. Clark, 


Vicksburg. 


Some Abnormal Conditions in Obstetrics.—Dr. 
P. S. Herring, Vicksburg. 


Pyelitis in Children.—Dr. I. C. Knox, Vicksburg. 


This was one of the best programs presented 
before the Society in many months and brought 
The 
meeting was attended by ninety doctors includ- 
ing visitors, all of whom are looking forward to 
a return joint meeting with the Issaquena-Shar- 
key-Warren Counties Society in Vicksburg in 
July. 


The question of a local maternity clinic was 
presented to the society by the local Women’s 
Clubs and received the hearty indorsement of 
the local doctors. 


County Editors for Central: Hinds, Dr. A. G. 
Wilde, Jackson; Scott, Dr. W. C. Anderson, For- 
est; Rankin, Dr. H. N. Holyfield, Brandon; Yazoo, 
Dr. C. M. Coker, Eden; Madison, Dr. A. P. Dur- 
fey, Canton 

W. L .Hughes, Secretary. 


CLINICS. 

A pleasant feature of the recent meeting of 
the Mississippi State Medical Association in Jack- 
son was the Medical and Surgical Clinics pre- 
sented at the hospitals of Jackson on Monday, 
May 11. All were most interesting and well at- 
tended. 


Clinical demonstrations were given as follows: 


Baptist Hospital—Dr. W. L. Hughes, Tonsil- 
lectomies; Dr. W. B. Dobson, Eye, Ear, Nose and 
Throat cases; Drs. Van Alstine and Ainsworth, 
Cystoscopic and Genito Urinary Demonstrations; 
Dr. A. G. Wilde, Demonstration of Congenital 
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Cataract, Keratoconus and other Eye afflictions; 
Dr. M. L. Batson, Cataract Operations—Local 
anesthetic; Dr. Robin Harris, Sinus Operations; 
Dr. R. E. Anderson, Throat Operations, General 
Surgery; Dr. H. R. Shands, Laparotomy, Spinal 
anesthetic; Dr. F. H. Hagaman, Resection of 
lumbar sympathetic ganglia for Reynaud’s disease; 
Dr. H. F. Magee, Postoperative Ventral Hernia; 
Dr. F. H. Hagaman, Autogenous bone graft for 
multiple fractures of the spine; Dr. T. J. Crof- 
ford, Diagnostic Heart Clinic; Dr. T. E. Wilson, 
Demonstrations of the Electrocardiograph and 
Flarimeter; Dr. C. F. MacKenzie, Medical Direc- 
tor’s Talk to Life Insurance Examiners; Mr. C. 
A. Palmerlee, Demonstrating method of adminis- 
tering intravenous glucose; Dr. Van Ness, Roent- 
genray Demonstration; Drs. Van Alstine and Ains- 
worth, Hematuria; Dr. H. R. Shands, Treatment 
of leg ulcers; Dr. E. A. May, The Physician’s Part 
in Preventive Dentistry; Dr. L. W. Long, Spinal 
Anesthesia in Obstetrics; Dr. H. F. Garrison, New 
Method of Treating Hookworm Disease—Experi- 
ence in 300 cases; Dr. F. J. Underwood, Public 
Health Talk; Dr. H. C. Sheffield, Psychiatry Clinic. 


State Insane Hospital—Dr. C. D. Mitchell, 
Superintendent, Mississippi’s New Hospital for 
Mental Diseases; Drs. W. E. Clark, Douglas D. 
Baugh and E. J. Banks, Age incidence of Mental 
Diseases (with exhibition of cases); Drs. R. B. 
Seller and L. L. McDougal, Syphilis of the Cen- 
tral Nervous System (with exhibition of cases 
and laboratory methods); Mr. L. C. Tucker, 


. Demonstration of Induction of Artificial Fever on 


Patient in the Treatment of General Paralysis. 


Jackson Infirmary—Dr. A. G. Wilde, Eye 
Cases; Dr. A. E. Gordin, Hernia—spinal anesthe- 
sia; Dr. J. W. Barksdale, Phrenicectomy; Dr. A. 
E. Gordin, Cholecystectomy—spinal anesthesia; 
Dr. J. W. Barksdale, Phrenicectomy; Dr. N. C. 
Womack, Medical Clinics; Dr. G. W. F. Rembert, 
Medical Clinics. 


Dr. Willis Walley Hospital—Dr. Willis Waey, 
Carcinoma of Breast; Dr. Willis Walley, Hysterec- 
tomy; Dr. D. W. Jones, Patent Foramen Ovale; 
Dr. C. L. Simmons, Atresia of Vagina; Dr. Willis 
Walley, Clinical Cases; Dr. F. E. Werkheiser, 
Clinical Cases. 


Mississippi State Charity Hospital—Dr. F. E. 
Werkheiser, Laparotomy; Dr. W. W. Diamond, 
Laparotomy; Dr. Willis Walley, Laparotomy; Dr. 


Willis Walley, Cancer of the Breast; Dr. W. W. 
Diamond, Laparotomy; Dr. Ben N. Walker, Cysto- 
scopic; Dr. Ross Anderson, Eye, Ear, Nose, and 
Throat; Drs. Diamond, Mill and Ward, General 
Surgical Cases; Dr. R. W. Hall, Dermatological 
Clinic; Drs. Diamond and Mills, Clinical Cases; 
Drs. Werkheiser and Ward, Clinical Cases; Dr. 
Willis Walley, Clinical Cases. 


Dr. Willis Walley was chairman of the com- 
mittee in charge of arrangements for the clinics. 


THE BAPTIST HOSPITAL. 

The Baptist Hospital Staff, at Jackson, elected 
officers at the April meeting. The staff is com- 
posed of 36 of the leading physicians and sur- 
geons of Jackson. The regular meetings are held 
at the hospital the first Tuesday night in each 
month. At these meetings the cases of interest 
which have occurred in the hospital are reported 
on by the member or members having such cases. 


The following officers were elected at this 
meeting: President, Dr. Robin Harris; Vice-Presi- 
dent, Dr. Frank L. Van Alstine; Secretary, Dr. 
Harvey F. Garrison (re-elected). 


There is always a great deal of interest mani- 
fested in the staff meetings and many very in- 
teresting cases are discussed by the members at 
each meeting. 


H. F. Garrison, Secretary. 


SHARKEY COUNTY. 

Dr. H. B. Goodman, son of Dr. H. S. Goodman, 
Cary, spent a few days with his parents recently. 
Dr. H. B. Godman is serving his second year as 
interne at the Charity Hospital at New Orleans. 


Due to the fact that Cary is now on the Mis- 
sissippi Power and Light Company line, Dr. W. C. 
Pool has installed in his office some new electrical 
equipment. 


Drs. Barrier, Stribling, Goodman and Pool at- 
tended a joint meeting of the Central and Issa- 
quena-Sharkey-Warren Counties Medical Societies 
in Jackson’ on April 21. 

W. C.. Pool, Cary. 


EYE CLINIC. 

An Eye Clinic was held in the offices of the 
Warren County Health Department by the Mis- 
sissippi State Commission for the Conservation of 
Eyesight, in co-operation with the Warren County 
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Health Department, on April 27. Eighty-six per- 
sons reported for examination. 

At a similar clinic one year ago, twenty-two 
were examined. Of these only two returned this 
year, most of the others having had defects cor- 
rected. 


The Commission will work with and through the 
local health department by follow-up visits to 
those passing through the clinic in an endeavor 
to have all defects found corrected. 


The clinic was conducted by Mrs. D. W. Mc- 
Bryde, Jackson, assistant executive secretary for 
the health commission, Dr. F. Michael Smith, Di- 
rector of the Warren County Health Department, 
and Drs. Edley H. Jones, M. H. Bell, and Charles 
J. Edwards, all of Vicksburg. 


NEWTON COUNTY. 

A staff meeting of the Newton Infirmary was 
held on April 24 with most of the neighboring 
prysicians at roll call. Several good papers and 
reports were presented, including one on pneu- 
monia with the reports of cases treated with no 
bad results. 


A sumptuous repast was served by the hospital 
staff. The staff will meet regularly each month 
and a cordial invitation is extended to all mem- 
bers of the Association to attend. 


S. A. Majure, Hickory. 


EAST MISSISSIPPI MEDICAL SOCIETY. 

The East Mississippi Medical Society met in 
the Lamar Hotel, Meridian, April 16, with fifty- 
six members and fourteen guests present. 


Resolutions of respect to the late Dr. J. H. 
Rush and S. H. Hairston were presented to the 
Society and adopted as drafted by the respective 
committees. 


Dr. J. L. Parkes, chairman of the committee 
on consideration of a series of educational pub- 
licity articles, reported, “unfavorable.” 


Dr. S. T. Miller presented an interesting and 
unusual case of a little boy with a diagnosis of 
Gaucher’s disease, marked by a very greatly 
enlarged spleen. This case was discussed by Drs. 
T. D. Bourdeaux and G. F. Douglas. 
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The following program was rendered: 


1. University of Mississippi Medical school— 
Dr. P. L. Mull, Dean of the School of Medicine, 
University. 


Discussed by Dr. H. M. Ivy, Superintendent of 
the Meridian schools. 


2. Injection of Fallopian Tubes with Iodized 
Oil,—Its Practical Value in Pelvic Pathology 
(Lantern Slides)—Dr. G. F. Douglas, Birming- 
ham, Alabama, 


Discussed by Drs. P. L. Mull, R. G. Hand and 
A. C. Bryan. y 


i 
3. Blood Pressure.—Dr. T. D. Bourdeaux, 
Meridian. 


Discussed by Drs. W. J. Coleman, Dudley Sten- 
nis, T. J. Smith, T. G. Cleveland and W. S. Polk. 


Dr. J. T. Googe made a short talk on the small- 
pox situation in Lauderdale County and then dis- 
cussed in detail plans of the Commonwealth Fund 
of New York, which has selected Lauderdale 
County as one of the two counties of the state 
to put on a four year public health demonstra- 
tion program Pike County has also been chosen. 


T. L. Bennett, Secretary. 


WOMEN’S AUXILIARY. 

The Women’s Auxiliary to the American Medi- 
cal Association has been placed in charge of all 
entertainment of women visitors at the meeting 
of the American Medical Association in Phila- 
delphia, June 8 to 12. The Auxiliary began its 
labors on June 27, 1930, by engaging the whole 
roof garden of the Bellevue Stratford Hotel for 
the period of the Convention. All women’s ac- 
tivities will center in this hotel,—registrations, 
meetings, luncheon and supper dance, and all ex- 
cursions will start from the Broad Streeet en- 
trance. 


Invitations and tickets must all be procured 
in advance in.the roof garden as nothing but 
programs will be obtainable elsewhere. Members 
of the American Medical Association are invited 
to join all excursions and should register for them 
in advance at the roof garden. Rooms for state 
headquarters have also been reserved in the hotel 
free of charve where visitors may make them- 
selves at home. Their use for evening committee 
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meetings will prove a life saver for husbands 
longing for bed. 


Sponsors have been appointed to look after 
all women from their states whether auxiliary 
members or not. The list of sponsors will be 


printed in the program. 


The chairman of the Women’s Hotel Committee 
is Mrs. Frederick S. Baldi, 2117 Porter Street, 
Philadelphia, who will be glad to make any de- 
sired reservations. The preliminary program will 
appear in the convention number of the Journal 
of the American Medical Association. 


Mrs. L. L. Polk, Purvis, 


Sponsor for Missisippi. 


PRESIDENT’S REPORT. 
May 12, 1931. 


House of Delegates, Mississippi State Medical As- 
sociation, 


Gentlemen: 


Your attention is called to some administrative 
details. 


Almost immediately after adjournment of our 
last session, Dr. P. W. Rowland of Oxford re- 
signed from the office of Historian. Since Dr. 
Rowland had informed a member of the nominat- 
ing committee, who interviewed him on the sub- 
ject, that he “could not and would not serve,” 
and since he was not present when the election 
was held, he had a perfect right to decline. His 
resignation was, therefore, accepted and Dr. J. 
S. Ullman of Natchez, appointed to fill the vacancy. 
This office therefore becomes vacant at the ex- 
piration of this session, with four years of an 
unexpired term to be filled. 


During the late summer Dr. E. M. Gavin of 
Richton resigned as Councilor of the Seventh Dis- 
trict. Our laws do not give the President of 
the Association authority to accept the: resigna- 
tion of an officer or to appoint a successor, nor 
does a strict interpretation of parliamentary usage 
permit such action, but the Council had ex- 
pressed its opinion that a change would be for 
the best so the 
resignation was accepted and Dr. J. E. Green 
of Richton appointed to the vacancy. This of- 


interests of the Association, 
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fice becomes vacant with this session, with one 
year of an unexpired term to be filled. 


For several years we have been carrying com- 
mittees on necrology, hospitals, medical educa- 
tion and state teachers’ association. They have 
never functioned except sporadically; the one 
last named has apparently never made a report 
or had a meeting. No order of the House creat- 
ing them could be found. It was decided to get 
rid of so much dead wood. Therefore, they were 
not re-appointed, and the very necessary and 
disgracefully neglected work of the committee on 
necrology was loaded onto the shoulders of the 
historian. This mention is made in order that 
if the House wishes to revive these committees 
it may do so by proper procedure. 


It appearing to be to the best interests of the 
Association to employ the Vice-Presidents in the 
work of organization, they were invited to take 
part, and the Budget and Finance Committee 
was requested to recommend an expense account 
for them. The results have more than proven the 
value of this innovation. The willingness with 
which these gentlemen responded to the call, 
and the activity they have displayed, is ample 
evidence that we have been neglecting one of 
the best forces in our entire armament. Permit 
me here to officially record my appreciation of 
their invaluable assistance, without which very 
little would have been accomplished. 


The Bank of Winona having “frozen” the funds 
of the Winona District Society, the Budget and 
Finance Committee was requested to authorize 
our Treasurer to lend the Society sufficient money 
to pay its Association dues, this to he secured 
by a note of the Society, to be paid when the 
frozen funds are released. This statement is 
made to assume the responsibility for this action 
of the Committee and Treasurer, since it was 
taken at my request. 


Permit me in concluding this “swan song” to 
voice my appreciation of the honor you have 
done me. That it is beyond my deserts, every 
day of the past twelve months has showed me. I 
can only express the hope that you, out of the 
kindness of your hearts, will not blame my failures 
as severely as I do. 


E. F. Howard. 








BOOK REVIEWS 


By Robert P. Par- 
New York, 
pp. 196. 


History of Haitian Medicine: 
sons, Lieut. Com. M. C., U. S. N. 


Paul B. Hoeber, Inc. 1930. 


Haitian medicine falls logically into three prin- 
cipal periods; namely, the French Colonial period 
during the seventeenth and eighteenth centuries, 
the independent period from 1804 to 1915, and the 
period of American occupation since 1915. 


During the French Colonial period there is little 
to relate other than the founding of military hos- 
pitals at Cape Haitien, Port au Prince and Aux 
Cayes and the fragmentary writings of Pouppe- 
Desportes, Joly Docoeur, and Chevalier. The 
period of independence (1804-1905) begins with 
the reign of the patriot Toussaint Louverture, 
“the first of the Blacks.” He is assassinated and 
succeeded by Jean Jacques Dessalines, hater of the 
whites. Neither of these rulers contributes to 
medical progress. Then comes his Black Majesty, 
Henry Christophe, who completes the Sans Souci 
palace, establishes a Royal Medical School, imports 
the eminent Dr. Duncan Stewart from Edinburgh 
and appoints him physician to the king and to the 
chair of anatomy and surgery in his Royal School. 
Christophe is overthrown by Boyer, the mulatto. 
To Boyer must be given credit for bringing to 
Haiti Dr. Peter Lowell and Dr. Dehoux whose 
pioneering paves the way for the extraordinary 
benefits which are to follow. A local medical 
school is founded to replace the Royal College, a 
hospital is built, politics interferes, hospital and 
school are divorced. Changing governments follow: 
Heard, Guerrier, Pierrot, Riche and Faustin I 
(Faustin Soulouque) with his famous musical 
comedy empire! The school has a stormy time, 
medical progress is blocked in every quarter. 


In 1905 Haiti is blessed with the American occu- 
pation. The United States Public Health Service 
takes charge; epochal work is accomplished; sani- 
tation replaces filth; discoveries mount and medical 
history is written. Paul Wilson joins the immor- 
tals. 


Do not fail to read this splendid account of a 
most fascinating country. It is charmingly and 
accurately written and the most enjoyable night’s 
reading this reviewer has occasioned in many 
moons. The oft told tale of Paul Wilson’s travel- 
ing clinic deserves special mention. We can well 
appreciate now what prompted him to say that 
what Haiti needed was soap, salvarsan and sun- 
shine, and that the good Lord would furnish the 
sunshine. 


It is prefaced by Stitt. 
MAURICE SULLIVAN, M. D. 


Surgery: Its Principles and Practice: By Astley 
Paston Cooper Ashhurst, A. B., M. D., F. A. 
C. S. 4th ed. rev. Philadelphia, Lea and 
Febiger. 1931. pp. 1189. 


Everyone familiar with Ashhurst’s Surgery is 
aware that since the appearance of the first edition 
in 1914 it has been an outstanding authoritative 
one-volume surgical text, distinguished for its 
careful style, its well balanced consideration of 
nearly all surgical subjects and its abundance of 
excellent illustrations. It has always served as 
useful a purpose as any one-volume surgical text 
can hope to serve. Its well merited success has 
demonstrated that it has proved more useful than 
many similar texts. 


The present edition (fourth) shows careful re- 
vision to keep the text “up-to-date,” and also to 
improve the illustrations. Unfortunately some of 
the re-written sections are of necessity so brief 
that they serve only as an outline to suggest what 
is new on the subject. 


It seems certain “that in its new form the book 
not only will retain all its old friends but will 
make for itself many new friends, as it has always 
done heretofore wherever it was known.” 


EARL CARSIDE, M. D. 


Microbiology and Elementary Pathology: By 
Charles G. Sinclair, B. S., M. D. Philadel- 
phia, W. B. Saunders Co. 1931. pp. 362. 


This compact, comprehensive, and fairly easily 
understood text dealing with elementary micro- 
biology and pathology, although of broader aspect 
than the usual text, is presented mainly from the 
point of view and in the interest of the student 
nurse. It is divided into three parts: 


Part I, Microbiology, outlines briefly the his- 
torical development of bacteriology, the general 
morphological and cultural characteristics of 
micro-organisms, their distribution and biochemical 
activities. The question of destruction of micro- 
organisms, .by physical and chemical agents, is 
presented in detail with special reference to sur- 
gical and sanitary disinfection. The latter half of 
the first part presents the fundamentals of 
immunity and infection, with detailed consideration 
of all the usual micro-organisms pathogenic to 
man. 


Part II is composed entirely of a few well 
planned and essential practical laboratory exer- 
cises demonstrating the fundamentals of bac- 
teriology. 
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Part III deals briefly with the basic principles 
of inflammation and repair, animal parasites, 
tumors and clinical microscopy. A concise value 
of interest to the student as well as to the graduate 
nurse. 

RIGNEY D’AuNoY, M. D. 


Selections from the Papers and Speeches of John 


Chalmers DaCosta, M. D., LL. D.: Philadel- 
phia, W. B. Saunders Company. 1931. 
pp. 440. 


This volume, as the title implies, represents a 
variegated series of addresses that have been de- 
livered by the distinguished Samuel D. Gross Pro- 
fessor of Surgery at the Jefferson Medical College. 
The essays are written with a charm and an 
appeal which make them of interest not only to a 
former Jefferson student and to medical men in 
general, but also to the one who takes pleasure 
in reading biographical sketches and who delights 
in the honest expression of opinion which may be 
controversial but which is at least put forth un- 
hesitatingly and with vigor. Dr. DaCosta at no 
time minces words and he dogmatically states 
what he believes is the truth. For example, in 
speaking of civil service boards, he says, “Some of 
the questions asked must have been conceived in 
the incurable wards of lunatic asylum. The same 
is true of many examinations. They are not tests 
of a man; they are only tests of his memory for 
facts. They tell us nothing of his judgment, tact, 
energy, enthusiasm, idealism, reason, observation, 
temperament, disposition, honesty, loyalty, courage, 
truthfulness or intelligence.” 


Of the surgeon he writes, “It takes years of 
training to equip a man to follow surgery as a 
specialty. A training in general medicine broadens 
the man immensely.” “The very best minds in a 
class seldom lean to surgery. This is a sad ad- 
mission, but it is true.” “There is no doubt that 
a good deal of rashness and a certain amount of 
incompetence is sought to be concealed by the prac- 
tice of exploratory incision.” 


Frequently the author expresses rather a cynical 
outlook on life in general. Again to quote, “A man 
who pays his surgeon many gleaming compliments, 
seldom pays him anything else.” “Sometimes a 
man tells the truth out of pure meanness.” “Some 
who approach the summit don’t stay there long. 
They can’t stand the altitude.” “Many patients 
are as oblivious to all signs of gratitude as a 
stone stag is to a vote of condolence.” In speaking 
of investigative work, he says that “a real dis- 
coverer is the poet of science and like the poet 
he is born, not made.” The book is teeming with 
splendid advice not only for the surgeon, but for 
all medical men. He says, “No surgeon should 
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continue to treat medical patients when he is well 
launched as a surgeon. He lacks time and oppor- 
tunity to keep thoroughly informed in both 
branches.” At times the inherent idealism of the 
man shows through the miasma of cynicism. 
Again to quote from one of the speeches, “One 
who would take away our ideals is as one who 
would take the heat from flame—who would steal 
the perfume from the rose—who would stain the 
glorious colors of the sunset—who would strip the 
splendor from the radiant brow of morning. 
“Jealousy of a colleague or rival is one of the 
meanest and most foolish of vices.” “A loafer is 
a failure. To loaf in front of a church is just the 
same as to loaf in front of a saloon. One may 
loaf in a library or laboratory or hospital just as 
on a street corner, at a bar rail or at an after- 
noon tea. Indolence sterilizes the mind... Real 
success can come only from work.” 


Doctor DaCosta expresses time and again his 
love and admiration of the men who immediately 
preceded him—Dr. W. W. Keen and Dr. Samuel D. 
Gross. He is a great admirer of the French school, 
one of the most delightful speeches being on 
Medical Paris during the Reign of Louis Philippe, 
and equally interesting is a sketch of Baron Larrey. 


Excerpts and quotations from this fascinating 
book give some indication of the pungency of the 
papers and the force behind the essays; the re- 
markable vocabulary and the delightful manner of 
presentation of the author. The book was a real 
treat to the reviewer, who can recommend it un- 
hesitatingly to those who enjoy good writings. 


J. H. Musser, M. D. 


Pathology of Internal Diseases: By William Boyd, 
M. D., M. R. C. P. 1st ed. Philadelphia, Lea 
& Febiger. 1931. pp. 888. 


This excellent treatise invades a new field of 
endeavor, being a connecting link between path- 
ological physiology and clinical medicine. There 
is no standard of comparison, for this text is dis- 
tinctly different from any work we have at present. 
It is a companion volume to the surgical pathology 
by the same author. 


The subject matter is arranged according to 
anatomical systems and is written in a clear un- 
adulterated style. It is distinctly a book for one 
who has adready acquired a basic knowledge of 
pathology as it omits many fundamentals. How- 
ever, it contains information obtained in the very 
recent past. The chapter on renal diseases is no 
doubt the most modern we possess in any text 
book, nephrosis is described in deat]. The chap- 
ters on heart disease, diseases of the liver, in- 
cluding tests of liver function and diseases of 
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the thyroid gland, likewise radiate the very latest 
conceptions. Throughout the book a constant en- 
deavor has been made to explain the symptoms of 
the patient by the pathological lesions present. 


The bibliography is most modern and ample. 
The illustrations are in keeping with the modern 
trend exhibited throughout the volume. 


One cannot sit down and read the text from 
cover to cover. It is a volume for reference being 
easy reading, concise and yet adequate, represent- 
ing clinical pathology as it exists in 1931. 


Briefly, this book is an outstanding addition to 
present day literature and worthy of study by any 
physician, either surgeon or internist. 


SIDNEY M. CoPLAND, M. D. 


Introduction to Pharmacology and Therapeutics: 
By J. A. Gunn, M. D., D. Se. (Edin.), M. A. 
(Oxon.). 2nd ed. London, Oxford Univ. Press. 
1931. pp. 233. 


This is an excellent small replete with informa- 
tion. Enough of physiological, pharmacological 
facts are given to make the subject intelligible. 
The therapeutics is concise and factual. It is 
most interesting reading. 

I. L. Ropsins, M. D. 


The Letters of Dr. Betterman: By Charles Elton 
Blanchard, M. D. Youngstown, Ohio, Med. 
Success Pr. 1931. pp. 157. 


A series of letters dealing with matters of medi- 
cal practice and ethics. Nothing new or note- 
worthy. 

I. L. Ropsins, M. D. 


Talks on Tuberculosis, with Patients and Their 
Friends: By John B. Hawes, II, M. D. Bos- 
ton, Houghton. 1931. pp. 179. 


A book for the patient and his friends. Scien- 
tific facts are popularly presented. It should prove 
of much interest and value to the patient. 


I. L. Rospsins, M. D. 


Kurzes Handbuch der Ophthalmologie: (Short 
Handbook of Ophthalmology), Vol. I. Edited 
by E. Schieck and A. Bruckner. Berlin, 


Julius Springle. 1930. pp. 882. 


The first of a seven volume system to be com- 
pleted by 1933, promises to be the best illustrated, 
most complete and expensive encyclopedia yet pub- 
lished on ophthalmology. Some forty well known 
German authors are among the contributors. 


This 
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series will probably take the place of the more 
technical Graefe-Saemisch Handbook which has 
never been and probably will never be completed. 


The first chapter of about 350 pages by Pro- 
fessor Eisler on the anatomy of the eye is excep- 
tionally thoroughly and clearly written. The com- 
pleteness with which the literature has been re- 
viewed may be judged by the 35 page bibliography 
containing approximately: 2,00 references for this 
section alone. Especially interesting is the very 
elaborate table of contents which illustrates its 
possibilities in finding desired information and 
advantages for some purposes over the alphabeti- 
cal index. The current tendency in German Oph- 
thalmic literature is toward greater detail in the 
table of contents and less detail in the alphabetic 
index. 


The association of the eye and the brain is next 
discussed in some 75 pages. The development of 
the eye and its congenital anamolies in about 150 
pages follows. 


The final chapter is one of the most remarkable 
monographs I have ever read; one that will stand 
out in Ophthalmic literature; Heridity of ocular 
affections by Dr. Francheschetti. 


Cuas. A. BAHN, M. D. 





PUBLICATIONS RECEIVED. 

W. B. Saunders Company, Philadelphia: Clini- 
cal Diagnosis by Laboratory Methods, by James 
Campbell Todd, Ph. B., M. D., and Arthur Hawley 
Sanford, A. M., M. D. Nutrition and Diet in 
Health and Disease, by James S. McLester, M. D. 

F. A. Davis Company, Philadelphia: Practical 
Dietetics for Adults and Children in Health and 
Disease, by Sanford Blum, A. B., M. S., M. D. 
Chemistry for Nurses, by Harry C. Biddle, A. M. 
Diagnostic Methods and Interpretations in Internal 
Medicine, by Samuel A. Loewenberg, M. F., F. A.” 
C. P. 


P. Blakiston’s Son & Company, Philadelphia: 
Handbook of Physiology, by W. D. Halliburton, 
M. D., and R. J. S. McDowall, M. B., D. Sc., F. R. 
c. ¥. 


The Williams & Wilkins Company, Baltimore: 
Preparation of Scientific and Technical Papers, 
by Sam F. Trelease and Emma Sarepta Yule. 
International Studies, by Sir Arthur Newsholme, 
kc, MDF. BC. FP. 


The William Wood and Company, New York: 
The international Medical Annual, by Carey F. 
Coombs, M. C., F. R. C. P., and A. R. Short, M. D. 


The Macmillan Company, New York: Strepto- 
coccic Blood Stream Infections, by George E. 
Rockwell, M. A., M. D. 














